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THE BRITISH JOURNAL 


TUBERCULOSIS 


Vol. XXVIII. July, 1934. 


DR. T. N. KELYNACK. 


THE BRITISH JOURNAL OF TUBERCULOSIS was established in 
January, 1907, and for more than twenty-seven years Dr. T. N. 
Kelynack has acted as Editor, and it is with great regret that 
we have to announce his resignation. 

At the time when the JouRNAL was started he was a member 
of the Honorary Medical Staff of Mount Vernon Hospital for 
Consumption and Diseases of the Chest, and on the establishment 
of its country branch at Northwood was appointed to serve as 
Physician-in-Charge of the new Sanatorium. Dr. Kelynack has 
devoted the greater part of his professional life to the considera- 
tion of medico-sociological problems connected with Tuberculosis. 
At the time when the JouURNAL first appeared there was no repre- 
sentative and scientific periodical devoted to Tuberculosis in this 
country. It was thought, therefore, that it would be wise to 
provide a medico-sociological publication which would be of 
interest and service not only to medical practitioners, but to lay- 
men interested in the prevention and treatment of Tuberculosis. 
The JOURNAL at once received the support of well-known leaders. 
In the first number communications appeared from : 


Sir Clifford Allbutt. Sir Hermann Weber. 
Sir Richard Douglas Powell. Sir Samuel Wilks. 
Sir John W. Moore. Dr. R. W. Philip. 
Sir Lauder Brunton. Dr. Byrom Bramwell. 


The JOURNAL was issued at a price which brought it within the 
reach of all students of the Tuberculosis problem. Through all 
the years it has had an influential circulation at home and abroad. 
In addition to important original articles, there have appeared in 
the pages of the JoURNAL suggestive Symposia, records of work 
in various lands, descriptions of institutions, reviews of books, 
notes on appliances, and accounts of enterprises in this and other 
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lands. Through all the twenty-seven years and more of its 
existence the JOURNAL has been devoted to the consideration of 
all aspects of the Tuberculosis Movement, and has done much to 
inform and shape public and professional opinion. It has provided 
means for the co-operation of workers, and its pages have afforded 
the channel for the expression of results of original research. The 
Editor and Publishers have sought to make it an indispensable 
journal for Medical Officers of Health, Tuberculosis Officers, 
Superintendents of Sanatoria, Tuberculosis Specialists, General 
Practitioners, and all working for the Prevention and Arrest of 
Tuberculosis. In January, 1932, the JoURNAL celebrated its 
quarter of a century with a symposium on “ Twenty-five Years’ 
Progress in the Tuberculosis Movement,’’ and communications 
appeared from: 


Sir Robert Philip. Sir Arthur Newsholme. 
Sir Humphry Rolleston. Sir Robert Jones. 

Sir Henry Gauvain. Sir Pendrill Varrier Jones 
Sir Leonard Hill. Dame Louise Mcllroy. 
Professor Lyle Cummins. Dr. Jane Walker. 

Dr. L. S. T. Burrell. Dr. Noel Bardswell. 

ir. E. W. Hope. Dr. G. Lissant Cox. 





Dr. Kelynack has edited several important works relating to 
Tuberculosis, and including : 


“Tuberculosis in Infancy and Childhood.” 1908. 
‘‘ The Tuberculosis Year Book and Sanatoria Annual.” 1913. 
‘The Year Book of Open-Air Schools and Children’s Sana- 
toria.” Ig14. 
Dr. L. S. T. Burrell is now undertaking the active Editorship 
of the JourNAL, but Dr. Kelynack hopes to continue his long 
association in the form of Consulting Editor. 
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EDITORIAL. 


SEVERAL new features will be introduced into the next volume of 
the JOURNAL, the first issue of which will be published in January, 
1935. We propose to include in each number an article dealing 
with some special problem of tuberculosis, and readers are invited 
to suggest subjects for this particular article and to send con- 
tributions to the subsequent discussion. 

Amongst the problems to be discussed are the following : 

A controversy is still raging about the infection of adults—is 
it endogenous or exogenous ? 

If endogenous from an old lesion, why is it so rare for the 
child with a definite surgical lesion to develop the adult form of 
tuberculosis in later life? If exogenous, why do the majority of 
people who live in close contact with an “open” case escape 
infection ? (e.g., husband and wife). 

Why is it so much more common for surgical tuberculosis to 
appear in the child and the pulmonary form in the adult ? 

Why do some consumptives after many years fail to get tuber- 
culous laryngitis or enteritis and others get either or both these 
lesions in the early stages? Yet this isa fact. Is it comparable 
to the fact that many people live in close contact with a so-called 
open case and escape infection, whilst others appear to contract 
the disease as a result of casual contact, such as working in the 
same office with the patient ? 

Why does tuberculosis affect some types of animal in one way 
and other types in another? On this matter we have arranged 
for an article by a well-known veterinary surgeon. 

Is the different course which the disease takes in different 
animals due to the same cause that tends to produce a different 
type of disease in the infant and adult human subject ? 

Does previous infection produce partial immunity, so that the 
immune adult resists disease? This is a possible and reasonable 
explanation, but does the story begin and end here? Is it possible 
that natural immunity or resistance varies with age? Is natural 
immunity of equal or more importance than acquired immunity ? 

Why is it that the most virulent type of pulmonary tuberculosis 
is seen in women during the child-bearing age ? 
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Other problems which we hope to discuss next year include 
the treatment of the chronic fibroid case. 

In what type of case is the expectation of life increased by 
surgical intervention, and in what type has the patient a better 
chance if left alone? 

Does a cavity per se require treatment, or is it better in certain 
cases not to try to collapse it ? 

Statistics show thaf the prognosis is bad in cases with cavities. 
Is this due to the fact that disease of sufficient severity to produce 
cavities is usually sufficiently severe to kill the patient? In which 
case drastic surgical treatment is not needed if the disease happens 
to become arrested even if a cavity remains. It is by no means 
uncommon to find that a patient with fibrosis and a dry cavity 
keeps fit and at work for years. 

if, on the other hand, the bad prognosis is due to the cavity 
itself, tien treatment, even if drastic, is required for the cavity 
whether or not the disease has become arrested. 

We also propose to encourage research, and if there is any 
small problems which a reader would like investigated we will try 
to assist. For example, we are at present investigating the effect 
of sanocrysin treatment on the Mantoux reaction. 

Another new feature which will be introduced into each 
number is a consultation.. A hypothetical case will be described, 
the past history, treatment, present physical signs and symptoms 
being given in detail, followed by a.discussion of the prognosis 
and future treatment. 

We have also arranged for articles dealing with surgical tuber- 
culosis, especially as regards treatment. For example, we hope 
shortly to publish a paper dealing with the result of tuberculin 
for tuberculosis of the eye, and another dealing with genito- 
urinary tuberculosis. 

Finally, we wish to encourage correspondence, and readers 
are invited to send communications not only in the form of 
original articles, but as letters or enquiries; and especially we 
would welcome a brief account of any actual case presenting some 
unusual or interesting points. 
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ORIGINAL ARTICLES. 





TUBERCULOSIS IN WALES. 
By HERbERT D. CHALKE, 


M.A., M.R.C.S., L.R.C.P., 


Assistant Tuberculosis Physician, King Edward VII. Welsh National Memorial 
Association. 


TuBERCULOSIs in Wales constitutes a somewhat complex problem, for 
factors which may act as contributory causes to a high tuberculosis 
death-rate vary considerably in different parts of the country. The 
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CHART INDICATING THE DECLINE IN TUBERCULOSIS MORTALITY IN 
ENGLAND AND WALES, 


land in the north and north-west of Wales is for the most part moun- 
tainous, and the villages are situated in deep, narrow valleys where 
the rainfall is heavy and the number of sunshine hours low. As the 
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English border is approached the land becomes less elevated and more 
fertile. Good agricultural country is also to be found in the coastal 
districts, more particularly in the south, 


Racial Susceptibility. 


The people who inhabit the regions in the north and north-west are 
mainly dark-haired, long-headed and short of stature, the characteristics 
of the Mediterranean types. These folk are the descendants of some 
of the earliest inhabitants of our islands. Near the coasts and along 
river estuaries there is a sprinkling of people having the fair hair, blue 
eyes and round skulls of the Nordic types. These latter become 
more numerous as one journeys eastward, whilst in certain districts in 
the south—e.g., South Pembrokeshire and the Gower Peninsula—they 
are relatively common. Brownlee’ remarked on the apparently 
decreased susceptibility to tuberculosis of this type as compared with 
that of the dark people. Much interesting work on this problem has 
been carried out by Bowen.? He believes that the Scandinavian 
types show much greater resistance to infection with tuberculosis than 
do their dark-haired neighbours. People of the latter type tend to live 
poorly in their moorland homes, and they appear to be very susceptible 
to the progressive type of the disease, especially in “regions socially 
depressed by the decay of mining.’ In industrial districts such as the 
mining valleys of South Wales the resistance of these people is 
increased. The fair types, on the other hand, succumb more rapidly 
when they migrate to the mining districts. There exists in Pembroke- 
shire a fairly clear-cut line of demarcation between the Welsh-speaking 
inhabitants of the northern half of the county and the English- 
speaking people who live in “little England beyond Wales”’ that 
occupies the southern half. Brownlee noted that the tuberculosis 
death-rate was lower in the south than in the north of this county. 
The South Pembrokeshire man is noted for his good living, and there 
is an old tradition regarding the numerous meals he partakes of during 
the twenty-four hours. 

Are the differences shown in resistance to infection due to an 
inherited predisposition or immunity, or are they in some way con- 
nected with the habits and customs and mode of living of the people? 
The dark peoples of the uplands are the descendants of a race who 
have for centuries existed under conditions of great hardship. With 
the advent of successive waves of invaders they were forced to aban- 
don the fertile lowlands for the inhospitable uplands, where the soil is 
unproductive, yielding but little in return for labour. The result was 
poverty and malnutrition. It cannot be doubted that poor housing, 
hard manual labour under unsatisfactory climatic conditions, and an 
unsuitable dietary have all played their part in lowering the resistance 
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of the people. There is the further possibility that the Welsh—like 
the inhabitants of the west of Scotland and Jreland—have been slower 
to receive that immunization which tends to follaw the process of 
tubercularization than the races that followed them from the East. 
For this their greater isolation may be adjudged responsible. The 
habits and customs of a nation are in no small measure influenced by 
the physical features and climate of their country. Where the rainfall 
is heavy and the land mountainous, it is only natural that the people 
congregate around the cottage fireside rather than on the village green, 
and so poetry and music are preferred to the pursuit of outdoor recrea- 
tion. It is indeed tragic that those very traits for which the Welsh 
are justly renowned should so favour the spread of a disease such as 
tuberculosis. 


The Effects of Industries. 


There is yet another way in which natural conditions may be 
responsible for the prevalence of tuberculosis in Wales. The poverty 
of the upland soil is more than compensated for by the mineral wealth 
that lies beneath. Mining has been carried out in Wales since the 
time of the Romans, and during the past century it has developed into 
the foremost industry in the Principality: this occupation has very 
materially favoured the maintenance of the tuberculosis death-rate at 
a high level. A perusal of the phthisis death returns shows that during 
the middle years of the last century the death-rate in old age was very 
high in many Welsh counties. This was particularly noticeable in 
Anglesey and Cardiganshire. Copper and lead respectively were 
mined on a very large scale in these counties at that time. These 
industries have now almost ceased to exist, and with their decline there 
has been a corresponding decrease in the phthisis death-rate in old age. 
There is, however, little doubt that the effect of these industries is 
being reflected in the high young-adult tuberculosis mortality rate in 
these counties to-day. The influence of lead mining also made itself 
felt in the adjacent counties of Radnor and Merioneth, because large 
numbers of men from these counties obtained employment in the then 
flourishing mines of Cardiganshire. Silica brick making and zinc also 
exercised a bad influence in such counties as Carmarthenshire and 
Denbigh. Mining had a twofold action, for not only did it expose its 
workers to the action of a harmful dust, but it brought about the con- 
centration of an agricultural people into ill-built, insanitary com- 
munities. Slate-quarrying is still a prosperous industry in Merioneth 
and Caernarvonshire, and it is significant that the old-age phthisis 
death-rate in these counties has fallen in no appreciable degree from 
its high figure of seventy years ago. Although the slate industry has 
industrialized certain rural areas of North Wales, the housing con- 
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ditions have remained “agricultural,” and the towns and villages are 
generally deficient in those essentials of sanitation which urbanization 
demands. In South Wales the prevalence of silicosis amongst 
anthracite workers presents a problem of considerable importance 
to-day. 

Tuberculosis in North Wales To-day. 

The tuberculosis mortality rate in Wales as a whole has fallen 
steadily during the past fifty years, but the rate of fall is unequal in 
different parts of the conntry. It may be shown that the high death- 
rate in some of the \\elsh counties is largely the result of an exces- 
sively high death-rate in certain areas within these counties. Thus, if 
certain districts of Caernarvon and Merioneth be excluded, these 
counties come to occupy a very much lower position in the table of 
phthisis death-rates in the Welsh counties than they normally do. 
Caernarvonshire during a five-year period headed this table, yet 
in the rural district of Gwyrfai the death-rate was more than twice 
that of the county as a whole. The Welsh National Memorial 
Association has long recognized the presence of these ‘‘ black spots,” 
and an inquiry was recently carried out in some of these areas in order 
to discover, if possible, the causes of this unduly high death-rate. 
Some of the findings of this investigation are summarized in this 
paper.* 

In two of the districts concerned slate-quarrying is the foremost 
industry, The inquiry was also pursued in a seaside urban district, 
and in less detail in neighbouring agricultural areas. The housing 
conditions were almost everywhere unsatisfactory, and sanitation 
somewhat primitive. There was little evidence that any real attempt 
had been made in recent years to remedy these defects. Indeed, in 
one district only six new houses had been built since the war, although 
the necessity for the immediate erection cf a number of suitable houses 
was pointed out prior to 1914. Nearly ail the cottages which kouse 
the slate-quarry employees and their famil'es are built of porous slate 
shale. Since the subsoil is generally impervious and damp courses 
are usually absent, damp walls are common even in summer. The 
diet of the people is unbalanced and injudicious. Bacon and tinned 
foods are consumed in large quantities, and there is excessive tea- 
drinking. Fresh meat, fruit and vegetables figure far too infrequently 
on the average menu ; indeed, even in some of the larger towns, meat, 
other than tinned meat, is not procurable until the end of the week. 
The food value of bacon and ham which has been kept for long 
periods cannot be very high. A diet of low vitamin content tends to 
decrease resistance to infection, and it should be remembered that the 
people of these districts have lived on unsuitable food for many years ; 
so did their fathers before them. The poor dietary is due in part toa 
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lack of knowledge of the means of preparation of cheap, nourishing 
meals, as well as to bad tradition. It is surprising that there are so 
few allotments and cultivated kitchen gardens in these rural districts. 
Their absence helps to account for the low consumption of green 
vegetables. Interrogation of a number of school children revealed the 
deficiencies in their diets. In many instances they walked long dis- 
tances to school, bringing with them a scanty lunch—often consisting 
of bread and butter and aerated waters—quite insufficient to bridge the 
long gap between the morning and evening meals. The provision of 
a ration of soup and milk at midday is now being extended by the 
Education Authorities in certain Welsh counties, This should result 
in a very material improvement in the health of the rising generation. 
It should be stated that the tendency towards an unbalanced diet is 
not in these districts confined to the poorer classes. The Memorial 
Association is now preparing a dietary of simple and cheap but 
adequate meals for popular circulation. 

An important factor in an estimation of the circumstances which 
favour a high phthisis mortality rate is the attitude of mind which the 
people adopt towards the disease. The small, scattered villages of 
North Wales are extremely isolated, and they have been slow to react 
to modern influences. There exists in these villages a somewhat 
fatalistic acceptance of illness. Although such an outlook is sustained 
by the constant reminder of the ravages wrought by a disease such as 
tuberculosis, religious teaching must be held partly responsible. There 
exists also an intense family pride which fosters the belief that a 
diagnosis of tuberculosis casts a slur on the family. These two 
factors place obstacles well-nigh unsurmountable in the path of the 
tuberculosis physician; they mean delay in diagnosis and the non- 
acceptance of institutional treatment. Improved transport facilities are 
gradually overcoming the seclusion of these villages, and it is to be 
hoped that these will have as a sequel the establishment of a more 
logical conception of the prevention and treatment of infectious 


disease. 
Housing and Tuberculosis. 


Where climate and habit favour the spending of so many hours of 
the day indoors, opportunities for infection must be very numerous. 
The home is thus the main sphere of infection. In small villages 
where intermarriage has been considerable the sick-room never lacks 
its quota of sympathetic relatives. It is here, perhaps, that the 
dangerous massive dose of the virus is so often received, frequently 
through the medium of an unwitting “ bronchitic” or “asthmatic.” 
Genealogical tables referring to persons who had died of tuberculosis 
during the past thirty to forty years showed that there was usually a 
family history of the disease. Thirty-eight per cent. of the tuberculous 
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population of one village could be included in one large family group. 
The close family relationship between the inhabitants of these com- 
munities must, however, be taken into consideration when assessing 
the importance of these figures. Changing of houses is frequent in 
these villages, and it is consequently rather difficult to trace house 
infection. The change in the abode of tuberculous families is often in 
a retrograde direction ; this is, no doubt, the result of the increasing 
poverty which afflicts such families. In one instance the patient and 
his family had occupied five houses between the onset of his illness 
and his death. The last and most unsuitable of these houses had at 
various times sheltered at least three such families. An analysis of 
the houses in a seaside town wherein cases of tuberculosis had occurred 
showed that small and large houses suffered in relatively the same 
proportions. It was noticed, however, that although numerous con- 
tact cases occurred in houses of the poorest type, there was only one 
example of a second case arising in a house of the boarding-house 
class. Patients living in the last-named type of house were very often 
domestic servants or landladies. The possibility of their having been 
infected by consumptive visitors, who flock in large numbers to 
seaside resorts of this sort, must be considered. There is strong pre- 
sumptive evidence that a landlady was infected in this way by a 
boarder who, although suffering from extensive tuberculosis with 
a positive sputum, had left hospital against advice. With regard to 
the domestic servants, it should be observed that many of these girls 
come from infected homes in the slate-quarrying villages. Housing 
appears to have played no mean part in the tuberculosis history of 
Wales. Apart from the liability to overcrowding where houses are 
small, and where the parlour is so often not made use of, there are 
also the adverse factors of inadequate ventilation and dampness. 
Numbers of houses in the slate-quarrying districts are situated in 
narrow valleys where there is little sunshine. The close proximity of 
the back wall to the steep mountain slope r2nders through ventilation 
impossible. Very many houses were purposely built in this way for 
the sake of shelter. The bad influence of imperfect sanitation on the 
health and morale of the people needs no comment. 


Young-Adult Phthisis. 

In the purely rural areas young-adult phthisis is outstanding, but 
where slate is quarried or mined the death-rate curve assumes the 
“‘ saddle-back”’ shape, and deaths among males in late life are 
numerous. Students, nurses and domestic servants figure prominently 
in the returns of deaths in early life. Young females migrate in 
large numbers to neighbouring towns and to English cities to obtain 
employment as domestic servants. There are many instances of these 
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girls returning home with advanced tuberculosis. An investigation of 
the family history in such cases almost always reveals the fact that 
other members of the family have suffered from tuberculosis. It is 
probable, therefore, that the young females were infected in early life, 
and that the strain of heavy work in a changed environment was 
responsible for the appearance of active disease. A similar state of 
affairs is noticeable in South Wales. Industrial depression has 
resulted in increasing numbers of girls leaving home for large towns— 
London in particular—to work as nurses or servants. They form 
quite an appreciable proportion of those who attend the tuberculosis 
clinics in Glamorganshire. Were it possible to examine these girls 
both clinically and radiologically before they leave home, and at 
intervals during their absence, much good might accrue. The inci- 
dence of tuberculosis among students and teachers is als> somewhat 
high, and it is possible that the educational system of the country is 
to blame. Wales is very proud of her system of secondary education, 
and from a standpoint of academic attainment such pride is justifiable. 
There is, on the other hand, a grave danger that hard study for com- 
petitive examinations makes far too great demands on the adolescent 
child, especially when he comes from an infected home. In many 
cases the financial strain on the parents is very great ; particularly so 
wher the student proceeds to the University. The stringent economy 
necessary for its accomplishment often means insufficient nourishment. 


The Slate Industry and Tuberculosis. 


It may be shown that workers in the slate industry are relatively 
more liable to die of phthisis than any other occupational group in 
these districts. They form the great bulk of the deaths in old age. 
It is necessary, therefore, to discuss the réle of dust inhalation as a con- 
tributory factor. Local medical opinion is divided as to the prevalence 
of silicosis, the majority holding that it is not common in these districts. 
The silica risk varies in different branches of the industry ; the risk is 
greater among slate-makers, who work indoors, than among rockmen, 
if the latter quarry the slate in the open. If, on the other hand, slate 
is mined in underground chambers, as is the case in Merioneth, the 
miners and quarriers who work there are exposed to more dust than 
their colleagues in the slate-making sheds. Work in different branches 
of this industry is interchangeable, and it is exceptional for the whole 
of quarry life to be spent in one particular department. There is some 
difficulty in obtaining accurate records of the length of time spent by 
deceased quarrymen at the rock face and in the sheds. Such details 
are important, for the occupation at death is not necessarily the one 
embraced during the greater part of quarry life. Youths who are not 
physically fit tend to enter shops or offices rather than the quarry, 
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while even in the industry itself there is some selection: the heavy 
manual work of slate-getting attracts the robust youth ; advancing 
years and illness (often early tuberculosis) cause this work to be 
forsaken for the lighter employment of slate-making. These factors 
may help to account for the alleged higher tuberculosis death-rate 
among slate-quarriers than among slate-workers. 

Many authorities have remarked that when tuberculosis and silicosis 
exist together there is often great difficulty in detecting tubercle 
bacilli in the patient’s sputum, and the condition is less infectious than 
when tuberculosis occurs alone. It was found during this investiga 
tion that the consumptive slate-quarryman or slate-maker yields a 
positive sputum in as great a percentage of cases as the remainder of 
the phthisical population of these districts. As judged by the number 
of contact cases, he is also just as infectious. Examination of a 
number of X-ray films of slate-quarrymen, taken during the routine 
examination of patients at tuberculosis clinics in North Wales, did 
not provide any real evidence in support of the theory that silicosis is 
common among such workers. It is believed that, apart from the dust 
factor, the conditions of work and mode of living of these men are 
conducive to the spread of tuberculosis, There is close contact in 
badly ventilated sheds and underground chambers, where coughing and 
spitting are uncontrolled. The midday meal (taken at the quarry) is 
insufficiently nourishing for manual workers; the workings are usually 
very wet, and the cottage fire is almost the only means of drying the 
damp clothes. 

There were certain villages in the areas under discussion in which 
the tuberculosis mortality rate was well below the average for this 
part of Wales. In two of these villages, although the housing con- 
ditions, standard of living, etc., were no better than elsewhere in the 
district, their situation was much more favourable, for the subsoil was 
porous and the aspect such that a maximum of sunshine was received. 
In a third village the houses were built of stone from a neighbouring 
granite-quarry in which most of the males found employment. 
Despite the presence of a dusty industry, the number of tuberculosis 
deaths was surprisingly low. There is a pronounced Cornish element 
in this community, the result of three waves of immigration during the 
last century. 

Conclusions. 

The conclusion arrived at as a result of this inquiry is that there 
exist in North Wales a number of adverse circumstances which favour 
the maintenance of the tuberculosis death-rate at a high level. Oppor- 
tunities for ihfection with large doses of tubercle bacilli are frequent, 
the result of close contact in the home, the place of worship and the 
workplace. There is also a marked disregard of elementary precau- 
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tions against the spread of infection. The rainfall is heavy and the 
valley villages receive little sunshine. The general mode of living does 
not tend to raise the resistance of the individual to infection, while 
pride and fatalism form a bar to early diagnosis and successful treat- 
ment. Small rooms, damp walls and primitive sanitation, together 
with the presence of dusty industries, are further contributory factors. 
It has been argued that there are many villages in England where the 
people live under very unsatisfactory conditions, and yet do not suffer 
from tuberculosis to an abnormal extent. This is undoubtedly true ; 
but there can be few villages or districts in which the adverse 
influences of housing, sanitation and diet, habits and customs, climate 
and occupation, are so marked as they are in certain parts of North 
Wales. It must also be borne in mind that the people who live in 
these districts have been bequeathed a legacy of poverty and mal- 
nutrition by their forebears. They have a low natural resistance to 
infection, and to such a people a high standard of living and a changed 
outlook are of paramount importance. An intensive anti-tuberculosis 
campaign is being launched, and the Memorial Association is playing 
its part by providing tuberculosis health visitors, shelters for tubercu- 
lous families, dietaries for the working classes, etc. It remains for the 
people themselves to co-operate to the utmost, for without their 
support little will be achieved. 
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INFLUENCES ADVERSE TO TUBERCULOUS 
PATIENTS. 


By J. A. Grant KEpDIE 
M.D. (ST. AND.), D.P.H. (CAMB.), D.P.A. (LOND.). 
Deputy Medical Officer of Health and Clinical Tuberculosis Officer, County 

Borough of West Bromwich. 
Ir has recently been urged by Sir George Newman’ that each local 
authority should, in a periodic survey of its health services, note, 
among other things, the particular influences which appear to be of 
main importance in leading to mortality from various diseases of public 


1 Newman, G.: Rep. of Chief Medical Officer to the Ministry of Health for 
1931, p. 217. 











118 THE BRITISH JOURNAL OF TUBERCULOSIS 


health importance. In this connection, and with special reference to 
pulmonary tuberculosis, it has appeared worth while to adopt a sug- 
gestion of Toussaint.! It is his opinion that if every tuberculosis 
worker were to conduct a private “inquest” on each patient who dies, 
we would find ready answers to the question of how and why our 
tuberculosis schemes fail. In conducting the investigation which is 
here recorded, a line of action similar to this was pursued. In an 
endeavour to ascertain as exactly as possible the most common factors 
which are, in the county borough of West Bromwich, adverse to the 
tuberculous, and which presumably lead to a hastening of mortality, 
I dealt, however, with patients who are still alive as well as with those 
who have died. The primary object of the investigation was thus to 
determine with more or less precision the more commonly occurring 
factors which have exerted, and still continue to exert, an adverse 
influence on the patient, and which may, presumably, bring about his 
earlier demise. 
Method of Investigation. 

Information on the points required was obtained by consideration 
of my own clinical and environmental notes and by a study of the 
initial and subsequent environmental reports of the tuberculosis visitors. 
In addition, to check points in doubt or to ascertain particulars not 
otherwise available, a special consultation was made in the case of 
many patients, while the relatives of some of the deceased were inter- 
viewed either in the home or at the dispensary. 

The influences observed were briefly as follows: 


(a) Notification—whether early or late. 

(6) Residential treatment—adequacy or inadequacy. 

(c) Environmental influences—including housing conditions, 
position as to work, adequacy of food, and the financial 
standing of the family. 

(a2) Habits—in the home and outside. 

(ec) Mental anxiety as to the welfare of the family—its presence 
or absence. 


At the end of each case record an attempt was made to assess the 
relaiive importance of the adverse factors with which the patient had 
to contend up to the time of death or up to the end of 1932, if still 
alive. It should be observed that for the sake of completeness of 
record all particulars in regard to environmental circumstances and 
habits were noted, but that in the final assessment only those to which 
there was definite exposure from time of notification were considered. 
Thus a patient may have had very unhygienic home surroundings and 
have been himself of careless habits, but if moved at once to a 


1 Toussaint, C. H. C.: Brit, J. TUBERC., 1932, xxvi. 163. 
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residential institution, in which he remained up to time of death, 
obviously such bad housing and habits should be omitted from the final 
assessment. On the other hand, it should be noted that in regard to 
cases in a sanatorium at the end of 1932, factors likely to be prejudicial 
to them on return from the sanatorium were taken into account in the 
final assessment. 

In such a study as this it is well-nigh impossible in most cases to 
state with any certainty the order of importance of the adverse factors 
which were present, and besides, were the attempt to be made, personal 
bias would be likely to lead one astray. However, I have attempted 
a rough division into which I have considered to be the main, as 
opposed to the less important, factors, and the principles followed 
I have outlined below in order that any tendency to personal bias may 
be noted and the necessary allowances made. 


Factors considered to be of Main Importance. 


A. Treatment sought late by the patient. That is to say, at a consider- 
able interval after the onset of symptoms. 

B. Diagnosis made late by the doctor. That is to say, at a considerable 
interval after the first consultation, and without an attempt throughout 
to seek the opinion of the tuberculosis officer and the benefit of the 
facilities in regard to X-ray examination, etc., available to the latter. 

C. Treatment sought early and diagnosis made early, yet disease well 
established ov fay advanced on notification. 

D. No residential treatment obtained. 

E. Considerable delay in entering residential institution. That is to say, 
over two months from the time of notification. This factor is general 
only. 

F. Insufficient length of sta: in residential institution. This in general 
only, special consideration, however, being paid to the first period of 
sanatorium or hospital treatment, and more particularly when the 
response to treatment was fair or good, six months’ stay being regarded 
as a reasonable minimum standard for early sputum-negative cases or 
for chronic fibro-caseous cases, and three months reasonable for sputum - 
negative fibroid cases. 

G. Insanitary condition of housing. In classifying houses as of good, 
fair or poor sanitary condition, factors such as site, construction and 
plan of house were considered, especial attention being directed to 
questions of dryness or dampness, state of repair, lighting, ventilation, 
facilities for storing and for cooking food, and the condition of the 
sanitary fittings. 

H. Marked degree of overcrowding in the house as a whole. That is to 
say, to the extent of over two persons per room. 

I. Overcrowding of any degree in the bedroom of the patient. Estimation 
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was made by consideration of the number of the occupants and their 
ages in relation to the cubic capacity and height of the room. 

K. Position in regard to work unsatisfactory. That is to say, where the 
patient was fit for work, but unable to obtain it, food being inadequate 
in consequence. Also in cases where the patient was at work, but 
exposed to unsatisfactory conditions of work or at work beyond his 
physical capacity. 

L. Food inadequate. (Conclusion was here based upon a considera- 
tion of one’s -~u observations, those of the tuberculosis visitors, the 
opinion of the patient, the total income of the household, and the rent to 
be paid. 

M. Poor financial civcumstances. Opinion was here based, where 
possible, upon a consideration of the following scheme: 

The amount of rent was deducted from the total income of the 
household, the figure thus obtained being then divided by the 
number of persons in the family, counting each child under the age 
of five years as one-half. Where the final figure lay under 7s. per 
head, the position was considered to be poor. 

N. Habits in the home unsatisfactory. 

O. Habits outside the home unsatisfactory. That is to say, there was 
an absence of endeavour to lead a life on sanatorium principles in the 
home or outside respectively. In coming to a decision in regard to 
these two matters, particular attention was paid to the following points : 


Attention to personal hygiene. 

Attention to ventilation and lighting of the room. 

Extent of indulgence in alcohol and tobacco. 

Evidence of vicious habits. 

Number of hours spent in the home daily. 

Use of leisure time. 

Exercise: its amount and nature. 

Presence of a hobby, such as gardening or poultry-keeping. 
Rest: its amount per day. 


Factors considered to be of Relatively Less Importance. 

H. Overcrowding of a minor degvée in the house as a whole. That is to 
say, to the extent of 1°5 to 2 persons per living room. 

J. Congested industrial area. 

K. Inability to secure work for which theve is physical capacity, adequacy 
of food being obtained. The adverse influence would be largely psychical. 
It will be readily understood that adequacy of food may result in such a 
case through the presence of a pension or the earnings of the children. 

P. Menta! anxiety with regard to the welfare of the family. This influ- 
ence is psychical rather than environmental, but its inclusion appears 
to be of importance. Rist,’ in his address at the Fifteenth Annual 

1 Rist, E.: Trans. Nat. Ass. Prev. Tuberc., 15th Aan. Conf., 1929, p. 45. 
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Tuberculosis Conference at Newcastle, in discussing the psychic 
factors that play a part in determining pulmonary tuberculosis, empha- 
sized worry, sorrow, moral pain or anxiety, especially when it is 
prolonged. Whether one agrees or not that such factors are likely to 
play a very important part in determination of the disease, it can hardly 
be doubted that mental stress and anxiety for the welfare of his family 
is a thing from which the patient should be protected whenever possible. 


Tases Investigated. 


The total number of cases of pulmonary tuberculosis dealt with is 
262, ali having been notified during the years 1927 to 1932. At the 
end of 1932 the death of 134 had taken place, while the remaining 128 
were alive with the disease quiescent or in various stages of activity. 
In the table which follows the cases are grouped according to the year 
of notification and as to whether now dead or alive, and if alive as to 
whether quiescence or activity is present. 





Year of Notification. 
Condition of Patients at end ts 


of 1932. 
1927. | 1928. 1929. | 1930. 1931. | 1932. Totals. 


| Dead ne ioe | 26 33 27 2 14 5 | 134 
| Alive—disease active eo I 6 24 39 36 106 | 
| Alive—disease active, but with | 

previous quiescence for over 
| twelve months its ae _ 2 — — = —_ 2 
Alive—with disease quiescent ‘ | 


nN 
,) 
ts 
“N 
w 
| 
bd 
° 


_ | 
Totals sod wat a 42 35 60 56 41 262 | 








A further classification, according to the type of disease present at 
time of notification, is here outlined: 


| Year of Notification, 

Type of Disease. - : Rees 
| 

| 1927. 1928. 1929. 1930. | 1931. | 1932. | Totals. | 


ad ee on } 





| Acute caseous ae ne 4 4 4 2 I 4 19 
| Chronic Sbro-caseous acl 29 “4 38 42 | 19 171 
| Early localized fibro-caseous ... 2 i 3 9 6 | 9 30 
| Fibroid , he aa ia ey 4 II 71 3 42 
ae — | 
| Totals a «| & 42 35 60 | 5% 41 262 
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It should be noted that cases notified prior to 1927 are not included 
in this survey, no matter whether they were alive at the end of 1932, 
or whether they had died in any of the years 1927 to 1932. 

During the six years 1927 to 1932 the total number of new cases of 
pulmonary tuberculosis notified was 535. As I deal in this survey 
with only 262 cases, it would appear at first sight as if there was not 
a consideration of the whole of the problem. The reasons why 
273 cases are excluded from survey are given below. 


Class of Case, No. of Cases. 
A, Not notified until after death -_ 34 
B. Death in institutions or while on domiciliary 
visitation within three months of notifica- 





tion 68 

C. Not accepted by tuberculosis officer as cases 
of pulmonary tuberculosis hi : 75 
D. Not in receipt of public medical treatment 35 
E. Insufficient data available for investigation 61 
Total i _ eee 273 


Groups A and B, with 24 and 08 cases respectively, are obviously 
important from the angle of lateness of notification, and reference will 
b> made later to them. 

Meanwhile, it is to be seen that I shall in this survey cover the 
vast majority of the cases of pulmonary tuberculosis notified during 
the years in question, and accepted as definite cases, so that any con- 
clusions formed as a result of this investigation will apply equally to 
all cases of pulmonary tuberculosis occurring in the county borough 
of West Bromwich. 


Summary and Conclusions. 
The main results of the investigation were as follows: 


1. Of the 262 cases surveyed, 87 sought treatment at a considerable 
interval after the onset of symptoms, 58 sought treatment early, but a 
diagnosis of pulmonary tuberculosis was made only after a consider- 
able interval, while in the case of 22 treatment was sought late and 
diagnosis was made after a longer interval than was reasonable. 
There was thus resultant late notification in 167 cases, or 63°8 per cent. 
of all dealt with. 

2. Failure on the part of the medical practitioner to co-operate 
with the tuberculosis officer, or to take advantage of the diagnostic 
facilities available to the latter, was considered to be of very great 
moment in cases in which the doctor was responsible for lateness of 
notification, Where patients were primarily or solely at fault, laxity 
was adjudged to be the main factor at work, although economic fears 
were considered to be causal in a certain proportion of cases. 
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3. Apart from the 262 cases of the group which is studied in detail, 
102 were notified either after death (34 cases), or within three months 
of death (68 cas2s). Further evidence was thus obtained for the con- 
clusion that the doctor, the patient, and sometimes both, were 
frequently responsible for notification only when the disease was far 
advanced. 

4. Although there was no delay on the part of the patient in seek- 
ing medical advice, and of subsequent prompt diagnosis of tuberculosis 
on the part of the doctor, 33 cases, or 12°6 per cent., had a lesion 
which was well established or far advanced on notification. Of these, 
only 11 were considered to be of an acute caseous type, so that in 
the majority of cases it was apparent that symptoms in the early stage 
had been so mild as to appear to the patient to be consistent with 
normal health. It is obvious, therefore, that in spite of all practicable 
measures to secure cases of pulmonary tuberculosis at an early stage 
of the disease, a group will always remain with a well-established 
lesion at time of notification. 

5. It is satisfactory to be able to record that 62 cases, or 23°6 per 
cent., presented a definitely early lesion, there having been an early 
recourse to medical advice and prompt correct diagnosis. Of this 
group, 35 were sputum-positive cases and 27 sputum-negative. 

6. Cases receiving no residential treatment numbered 46. In 4 of 
these cases only was absence of such treatment regarded as not acting 
adversely on the patient, but in 27 instances it is possible that a 
definitely detrimental effect was occasioned. In a further 27 cases 
there was considerable delay in entering a residential institution, and 
in 16 instances this delay was held to have been a factor of major 
importance, 

7. Of the causes which led to failure to secure residential treatment, 
or to delay in entering an institution, temperamental unsuitability for 
residence on the puit of the patient took first place, domestic difficulties 
being second in importance. 

8. In those cases where patients availed themselves of the first 
opportunity offered for residential treatment, the period of residence 
was too short in 116 cases, in 99, indeed, of such brief duration as 
probably to be quite ineffective. 

g. A study of the duration of the first periods of residential treat- 
ment shows that out of 172 cases, 92, or 53°4 per cent., were in resi- 
dence for three months or less. In 31 cases only were patients 
resident for six months or more, and in 10 instances only were the 
cases such that ultimate benefit was likely to ensue from such pro- 
longed treatment. 

(In this particular summation there have been excluded from con- 
sideration those cases in which death took place on the first occasion of 
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residential treatment, as well as those notified in 1932 and in sanatorium 
or hospital at the erd of the year.) 

10. Of these 172 cases, which had been resident in sanatorium or 
hospital for the first time, in 70, or 40°7 per cent., Le reason for discharg.: 
was more or less beyond the control of the individual patient, being due 
most commonly to domestic difficulties. The most frequent of these 
obstacles was the desire of the patient to return to work because of 
family need. In 67 cases, or 38°9 per cent., the reason for discharge 
was attributable directly to the fault of the patient. There was either 
temperamental unsuitability for residence or, less commonly, the 
presence of a false sense of well-being. [n only 13 cases, or 0°75 per 
cent., was quiescence of disease the reason for discharge. 

11. As additional proof of the great need for early and adequate 
residential treatment in order to secure and to maintain thereafter 
quiescence of disease we have the fact that out of the 1927-1931 group 
of patients, in number 52, who sought advice promptly and were 
diagnosed immediately as having an early tubercular lesion, 36 failed to 
reach quiescence by the end of 1932. Of these 36 cases, 5 had had no 
sanatorium or hospital treatment, while 25 had received insufficient 
initial residential treatment. To judge by frequency of occurrence, this 
absence or iuadeqyuacy of residential treatment was the most important 
factor at work. Other important influences adverse to these particular 
patients were, in order of frequency, insanitary housing, an unsatisfac- 
tory position with regard to work, and overcrowding in the bedroom. 

12. There was occupancy of overcrowded or otherwise unhygienic 
housing by 144 patients, or 57°3 per cent. of all who, after notification, 
had lived at home for any appreciable period, The most important 
adverse factor in connection with housing was the presence of over- 
crowding in the bedroom of the patient, this being observed in marked 
degree in 83 cases. On the assumption that the patient was solely or 
largely responsible where such marked overcrowding of the bedroom 
existed in conjunction with absence of overcrowding of the house as a 
whole, in 43 cases of the 83 the patient was at fault. In the remaining 
40 cases there was the association with overcrowding of the house as a 
whole, and more roomy accommodation was necessary for correction of 
the crowded state of the bedroom. 

13. Environmental influences, other than those of housing, were 
seen to be of definite adverse importance. Inadequacy of food, asso- 
ciated in practically all cases with marked financial embarrassment, was 
present in 45 cases. Such a position was commonly a direct conse- 
quence of inability on the part of the patient to secure work for which 
there was physical capacity. Many patients also were faced with work 
of too arduous a nature or the conditions of work were otherwise 
unsatisfactory. As a result of these and other influences, as many as 81 
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patients were definitely concerned about the welfare of their families, 
who were, as a rule, dependent upon the afflicted. 

14. In the case of 71 patients, unsatisfactory habits in the home, 
outside, or both, were noted. In practically all of these cases an adverse 
effect upon health was considered a probable resultant. Of the 71, 
those who had had no residential treatment numbered 16, or 34°8 per 
cent. of those of the 262 cases in which such treatment had been 
obtained. On the other hand, those who had been resident for a period 
in Sauia‘crium or hospital numbered 55, or 31°8 per cent. of those who 
took advantage of residential treatment. The latter percentage, rela- 
‘ively high in proportion to that shown by those who received no 
in-patient treatment, was adjudged to b= so for two reasons. The first 
and main cause was an insufficient length of stay in sanatorium or 
hospital, as many as 39 being resident for three months or less. The 
second reason was the difficulty encountered by the patient in carrying 
out sanatorium principles under the unsatisfactory home conditions to 
which return was commonly made. 


To sum up, it has been shown that a very large proportion of the 
cases of pulmonary tuberculosis are notified to the Public Health 
Authority when the disease is well established or far advanced, and 
that, therefore, in comparatively few instances can one expect ultimate 
permanent arrest of the lesion to be secured. Not only is this so, but 
the majority of all cases, whether early or advanced in type, fail to 
secure adequate initial residential treatment. 

While the medical practitioner is partly responsible for so many 
patients presenting themselves for public medical treatment at a late 
stage of the disease, the patient is, on balance, more at fault. The 
patient is also primarily responsible in a large number of cases for the 
absence of residential treatment or its insufficiency. Though lack of 
education in regard to the need for early and adequate treatment is 
commonly the factor at work, yet domestic difficulties, especially the 
desire for the patient to remain at work or to return to work because of 
family ne2d, are not infrequently the important causal influences. 

On return from residential treatment the patient has in many cases 
to ‘ace housing conditions which are almost certain to be deletericus to 
his. health. Many, too, have to endure inadequacy of food and are 
tortured by anxiety with regard to the family welfare, both of these 
adverse influences being usually preseni as a result of the inability to 
secure suitable work for which there is phys'~1l capacity. 

It is litthke wonder that the conditions to which return is made on 
discharge from sanatorium or hospital are usually deterrent to the 
practice of the sanatorium creed. 

The results of this investigation make more apparent the extent of 
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the local problem with which we have to deal, and we should be ir. a 
stronger position in regard to the suggestion of the adoption of measures 
which should ensure a more successful result in the fight with pulmonary 
tuberculosis than we are securing at the present time. In particular, I 
am of the opinion that in order to secure the amelioration of the condi- 
tions under which tuberculous patients and their families so commonly 
live, conditions which undoubtedly cause the patients to relapse or 
hasten their deaths, and which are practically certain to lower markedly 
the resistance to infection of the house contacts, there is urgent need for 
the rehousing of many cases and for the establishment of a care and 
aftercare organization. 

With the latter in existence, there could be secured for many cases 
earlier and more prolonged residential treatment by the removal or 
amelioration of domestic obstacles to the securing of such treatment, 
Abundance of nourishing food and a sufficiency of clothing for the 
families as well as for the patients would be made more certain. 
Further, in spite of obvious difficulties, there is little doubt that suit- 
able work would be found for a number of unemployed but employable 
patients, and for others already at work an improvement in the condi- 
tions of work. 


NOTES ON ALPINE CLIMATE IN 
CONNECTION WITH LARYNGEAL TUBER. 
CULOSIS. 


By TH. RUEDI, 
M.D., 
Laryngologist, Davos-Platz, Switzerland ; 
AND 
BERNARD HUDSON, 
M.A., M.D. (CANTAB.), M.R.C.P. (LOND.), 
Swi.3 Federal Diploma, Medical Superintendent, Victoria British Sanatorium, 
Davos-Platz, Switzerland. 
Tue climate to be discussed in this relation is one of an altitude of 
5,000 to 6,c00 feet above the sea, situated in the eastern part of 
Switzerland (the Rhetian Alps). 

For long, even as far back as in Galen’s time, attention had been 
drawn by medical men to the beneficial and curative effect of dry 
mountain air on pulmonary tuberculosis, Dr. Lucius Riedi, the 
district physician at Davos, was the first to open an establishment for 
*scrofulous and consumptive” patients at Davos in the year 1841. 
He was followed by Dr. Alexander Spengler, a German physician, 
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who established himself at Davos, and, utilizing the experiences of 
Dr. Riiedi and other pioneers, began to develop the Alpine climate 
treatment of pulmonary tuberculosis, thereby founding Davos as a 
health resort for certain pulmonary affections, especially tuberculosis. 

The climate of the Rhetian Alps is of southern character, as is 
showr by the fact that the upper limit of the tree-line is several 
hundred metres higher than in mountain districts of the same altitude 
situated further north. Davos, the principal resort in the Rhetian 
Alps, has a high mountain climate of temperate character, owing to the 
stillness and dryness of the air, the amount of sunshine, and the 
absence of fog. It is this climate which has earned for Davos world- 
wide recognition as a health resort for both pulmonary and laryngeal 
tuberculosis. 

The idea is widespread that a high mountain climate of this 
character is unsuitable and even dangerous for cases of laryngeal 
tuberculosis. This denotes a regrettable ignorance of the facts, as 
proved by the excellent results actually obtained, and by the many 
permanent cures we know of pulmonary and laryngeal tuberculosis, 
amongst former Davos patients who have actually settled in Davos, 
and thereby regained and retained their health. 

Our remarks are based on an experience of twenty-five years of 
laryngeal practice at Davos, comprising 4,881 cases of laryngeal iuver- 
culosis, In these, cauterizations have been performed in 2,096 cases, 
usually in ulcerative forms of the disease. Statistics of these cauteriza- 
tions show a general average 36 per cent. of permanent cures, a figure 
which rises to 52 per cent. in cases where the disease was confined to 
the vocal cords. The indication for operation, which at first was 
57 per cent., has, during the last eight years, been reduced to 33 per 
cent, by a stricter selection of cases, especially as regards the patient’s 
good condition and resistance. Therefore it will be easily understood 
that the percentage of cures has in consequence risen even higher. This 
is particularly so in cases of tuberculosis confined to the vocal cords only. 

Laryngeal tuberculosis rarely heals spontaneously ; in 2,574 cases 
30 only of spontaneous healing were observed. Of these 30 cases, 
those of intra-arytenoid tuberculosis, with a general frequency of 
12°5 per cent., showed 6°6 per cent. of spontaneous cure, whereas those 
cases of vocal cord tuberculosis with a general frequency of 33 per cent. 
showed 50 per cent. of spontaneous healing. The authors here wish to 
emphasize the diagnostic value of the probe, since early recognition 
and cauterization of an abscess of the fovea triangularis may prevent 
the future development of perichondritis, 

In a considerable number of the cases under discussion there was 
present concomitant severe or moderately severe pulmonary tubercu- 
losis, for only too often the mistake had been made of sending advanced 
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cases with generalized ulceration or perichondritis from the lowlands 
to the mountains. Dysphagia, always present in such cases, is of 
course aggravated by the cold, dry air, and the prognosis remains just 
as bad as it was in the lowlands. 

The authors have observed a great variety of transitional and com- 
bined forms of the two main types of laryngeal tuberculosis. One of 
these types appears as a slowly and focally developing infection of the 
cavum laryngis, and generally this takes a favourable course; the 
other type is an acute miliary infection of the vestibulum laryngis. 

Of all the cases of pharyngeal tuberculosis dealt with, not one was 
of primary origin, all being secondary to a tuberculous lesion in the 
lung. Some of these cases were of the focal and benign type; others, 
however, took the form of a diffuse miliary infection, spreading rapidly 
over the whole back wall of the oral cavity, the lateral cords, the 
tonsillar recesses, and the soft palate, and resulting in a general 
destruction of the mucous membranes, Pharyngeal tuberculosis was 
not usually a continuation of laryngeal tuberculosis, but frequently 
appeared independently of the latter. In some cases of tonsillectomy, 
performed for an apparently ordinary inflammatory condition, patho- 
logical investigation showed that tuberculous infection was already 
actually present. 

Very favourable results, obtained by the combination of the Alpine 
climatic treatment with juartz lamp therapy, were observed in two 
cases of pharyngeal tuberculosis. One was a diffuse nodular process 
with local ulceration; the other was an acute metastasis in the epi- 
pharynx, the lateral cords, the tonsils and the vestibulum laryngis, 
following apical pulmonary infiltration. This occurred in a woman 
who was at the end of the eighth month of pregnancy. She is still 
under treatment, but the improvement of the metastatic infection, 
accompanied also by a marked amelioration of the pulmonary disease, 
gives hope of a complete cure. The simultaneous spread of tubercular 
infection in both pharynx and larynx makes this case a notable 
exception. 

There are reasons for believing in the existence of a certain 
biological independence of the larynx as an organ with regard to tuber- 
culosis. These reasons are based on the following considerations : 

1. There is undoubtedly a certain hereditary tendency in laryngeal 
tuberculosis. 

2. It has been observed that there is often a discrepancy, or absence 
of parallelism, in the pathology of pulmonary and laryngeal tubercu- 
losis. This may be illustrated from our own experience as follows : 

(a) The statistics as regards spontaneous cures in laryngeal tuber- 
culosis do not always correspond with the figures for spontaneous 
<ures in pulmonary tuberculosis. 
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(b) Acute hzmatogenic tuberculosis of the larynx is not always 
accompanied by a corresponding unfavourable progress of the pul- 
monary affection. 

(c) In spite of an ultimate fatal termination of the pulmonary 
disease, there was occasionally no reactivation observed in a larynx 
which had been treated by cautery cicatrization. 

(2) Clinical cure of the primary pulmonary affection failed. in some 
cases to cure a laryngeal ulcer. 

These observations justify, and in certain cases demand, local sur- 
gical intervention. 

In spite of the absence of strictly parallel development in pulmonary 
and jaryngeal tuberculosis, the inactivation of the basic pulmonary 
affection is very often a favourable factor in laryngeal cases, since 
naturally the establishment of good immunization is necessary for the 
complete success of the cauterization treatment. We may say, there- 
fore, generally speaking, that the cauterization treatment owes its 
success largely to the Alpine climatic factor, a factor which is sup- 
ported, but not supplanted, by modern pulmonary surgical methods, 
collapse therapy, and antigen therapy. 

The operative treatment, considered necessary in about 33 per cent. 
of laryngeal cases, consisted in extensive, deep carbonization of the 
tissues by electro-cauterization with a spiral cautery. Such cauteriza- 
tion causes an intense inflammatory reaction of the surrounding tissues, 
which, as we know, favours the formation of protective substances and 
an increase of local immunity, the essential preliminary conditions 
being naturally a good general condition and comparative inactivity of 
the pulmonary affection. If necessary, a preventative injection of 
alcohol into the superior laryngeal nerve may be performed; this 
operative procedure is well borne, both as regards the lungs and the 
larynx. 

In combination with the climatic treatment, one, two, three, or even 
four cauterizations usually produce permanent results within a short 
time, results which as regards function are also satisfactory. From 
the general and social standpoint, therefore, we believe that these 
forms of treatment must be regarded as methods of choice in cases of 
laryngeal tuberculosis, where there is good general condition and 
immunity. 

As compared with cauterization, modern local light therapy must 
be considered as a form of treatment, the results of which are delayed, 
and with which ultimate recovery is anything but certain. This light 
treatment is carried out by Cemach’s laryngeal quartz lamp, and our 
observations are based on forty-six cases treated during the last six 
months. We believe, however, that it is a useful post-operative 
measure in cauterization cases, and also eminently a valuable psychical 
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and sedative form of treatment, very useful in those cases of laryn,eal 
tuberculosis which cannot be cauterized. It may be used also with 
advantage in cases of extra-laryngeal diffused tuberculosis of the 
pharynx, gums, and tongue. In such forms of the disease the general 
unfavourabie condition precludes recovery within a short time. We, 
however, have occasionally observed a distinct improvement, a lessening 
of the cough, a distinct healing tendency, and occasionally a complete 
recovery. 

We believe the best results to be expected from irradiation have 
not yet been realized by present-day endo-laryngeal light therapy, and 
that these may some day be possibly obtained by X-ray therapy. 

Summary.—The authors put forward a case for the Alpine climate 
in the treatment of laryngeal tuberculosis on the following grounds : 

1. Davos has an age-long reputation in the treatment of pulmonary 
tuberculosis. 

2. A total record of 4,881 cases of laryngeal tuberculosis treated 
with a high average of success in the last twenty-five years negatives 
the widespread idea that Alpine climate is unsuitable for laryngeal 
tuberculosis. 

3. Statistics show that spontaneous healing rarely occurs. Cauteri- 
zation in 2,096 cases gives a general average of 36 per cent. permanent 
eres, and where the disease is confined to the vocal cords, 52 per cent, 

4. In spite of the absence of strictly parallel development in 
laryngeal and pulmonary tuberculosis, the inactivation of the basic 
pulmonary lesion is generally a favourable factor, and to this the 
Alpine climate largely contributes. 

5. Cauterization, therefore, in conjunction with Alpine climate, is 
the method of choice in the treatment of laryngeal tuberculosis. 

6. Local light therapy has not yet proved its value as a method 


of treatment. 
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GOLD TREATMENT OF PULMONARY 
TUBERCULOSIS. 


By Dr. CHARLES MAYER, 


Of the Laénnec Hospital, Paris. 


TEN years have now elapsed since the appearance of the first publica- 
tion by Mollgaard on the use of gold salts in the treatment of pulmonary 
tuberculosis, and although this publication gave rise to innumerable re- 
searches, followed by no less numerous publications in all countries and 
in all langvages, any unanimity is still far from having been reached as 
regards the real value of the treatment. 

Two years ago I was sent, on behalf of the French Ministry of 
Public Health, c1 a mission to Canada and the United States, and six 
months ago I visited the principal London hospitals which specialize 
in the treatment of tuberculosis. Unfortunately both these visits had 
to be carriec out rather hurriedly. In each of the countries visited I 
noticed, however, that gold treatment had not yet won the place which 
it deserves in the campaign against tuberculosis. 

In this short article I intend to set out briefly, without taking into 
consideration any other sources of information, what has been my 
personal experience acquired after an extensive use of gold treatment 
at the Laénnec Hospital in Paris. 

For the last ten years I have been applying this method, and the 
number of patients treated exceeds 1,400. 

At the present time I am treating over 300 patients weekly. 

It is therefore possible to express an opinion based on my experi- 
ence of a large number of cases, some of which extend back over a 
period of eight years. 


Action of Gold Treatment. 


In the first place, the reasons which led me to believe in the 
efficacy of gold treatmexc will be given, and afterwards I will state 
what is, in my opinion, the technique which should be followed in 
order to obtain satisfactory results. 

Nothing is more difficult than to establish conclusively the action 
of a drug in such a disease as tuberculosis. Persona"'y, my method 
has been along the following lines: I was struck, right from the time 
our first patients were treated, with the fact that fever was one of the 
symptoms most affected when gold was being administered during an 
acute phase of the illness. 

Treatment was given to febrile patients after a three weeks observa- 
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tion period, during which no tendency to a decrease in temperature had 
been observed. 

Out of 142 patients treated, 62 showed, either during the course of 
treatment or from the time treatment had been started, a regular and 
progressive defervescence, resulting in complete apyrexia. This was 
not merely due to a simple antipyretic action, as this state continwed 
after the treatment was stopped. The proportion of cases of deferves- 
cence obtained amounted _to 43 per cent. 

Concurrently with the treatment of these patients, the records of the 
Laénnec Hospital were examined, and a study was made of the tem- 
perature charts of patients treated from 1gt1 to 1924 (war years ex- 
cepted) under similar conditions except as regards gold :veatment. 

Of 1,541 patients, only 63 had shown spontaneous defervescence 
during their hospital treatment, which in all instances had exceeded two 
months ; therefore, 43 per cent. defervescence with the treatment and 
5 per cent. spontaneous defervescence. 

Between these two figures there is a sufficiently wide margin to 
justify our conviction that the gold treatment was responsible for 
the difference in the degrees of progression in the two groups of 
patients. From that time on the efficacy of gold salts in the treat- 
ment of pulmonary tuberculosis was admitted, and the treatment 
extended to out-patients, who now constitute the majority of those 
treated. 

The technique of treatment has been established along the follow- 
ing lines : 


Technique. 


The continued use of gold in the treatment of tuberculosis~has 
resulted in the creation of numerous products with gold as a basis, to 
which we will refer later. 

From personal experience double thiosulphate of gold and sodium 
(crisalbine, May and Baker} of the same chemical composition as 
Mollgaard’s product has proved preferable to others. It is used solely 
for intravenous injections of a 5 per cent. dilution. 

Our dosage differs a good deal from the original technique of 
Mollgaard, who administered big doses at frequent intervals. We 
administer moderate doses and the injections are given weekly ; besides 
which we have used for over a year with success calcium gluconate 
10 per cent. (gluconyl, Wilcox and Joseau), which indubitably 
diminishes accidents of treatment by gold salts. It is employed as 
a solvent of crisalbine in place of and to the same extent as distilled 
water. 

It has thus been possible, on the one hand, to continue treating 
patients who had reacted unfavourably to the injection of gold salts, 
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and on the other hand to double with impunity and with favourable 
results the dosage of injections for such patients who did not appear 
to be benefiting from the treatment carried out on the usual lines. 
The methods employed vary slightly according as the patient is in 
a febrile condition or is quite apyretic. (For the purposes of this 
article we are only considering such patients to whom no other treat- 
ment, especially that of artificial pneumothorax, can be carried out.) 


A. Apyretic Patients,—These are generally given a weekly injection 
of 0°25 gr. of double thiosulphate of gold and sodium (crisalbine). This 
dose is reached after two weeks of weaker injections (0°10 to 0°15 grt.). 
It is then repeated regularly during a first period of two months. 

A radiograph is then taken, which, if compared with the negative 
taken at the start of the treatment, may already disclose a slight 
radiological improvement. Usually this interval is too short, and 
a further period of two months is necessary to measure the efficacy of 
the treatment. 

After four months’ treatment results will come under the follo . ing 
headings : 

1. In favourable cases the cure has been well borne by the patient. 
No untoward incident has interrupted the cure, and a slight improve- 
ment in the radiographic records has been noted. Furthermore, the 
general and functional signs have improved along parallel lines. In 
such cases it is only necessary to continue the treatment regularly 
while watching the evolution of the disease by means of photos taken 
every two months, 

2. Other patients, few in number, however, have not reacted 
favourably to the repeated injections of 0:25 gr. of gold salts. During 
treatment slight incidents appeared (skin eruptions, diarrhoea, etc.), to 
which we will refer later. In such cases, afier a snort interruption of 
the treatment tc allow for the cure of these minor incidents, injections 
of gold salts are resumed of the same strength and at similar intervals, 
substituting for distilled water as a solvent gluconyl (10 per cent.). 
It is quite unusual to observe a repetition of incidents under such con- 
ditions, and as a rule the treatment can be resumed reguiarly with a 
dosage of 0°25 gr, which is the usual dose. _ 

As in the case of the patients who tolerate this treatment well, 
X-ray photographs taken every two months will show that it is 
effective. 

3. The weekly injections having been given for four months, a 
certain number of patients will show no improvement in their X-ray 
photographs, or in the ana'ysis of functional and general signs, or may 
even disclose a certain aggravation of the disease. In such cases, and 
before definitely deciding whether the treatment should be discontinued, 
it is carried on for a while with a much modified dosage (that is to say, 
in the case of patients able to bear it, the injections of 0°25 gr. of 
crisalbine c‘ssolved in 5 c.c. of distilled water are replaced by injections 
of 0°50 gr. gold salts dissolved in 10 c.c. of glucony]). 

The majority of patients react favourably to this change in 
technique, and a fairly large number show an improvement due to the 
increased doses of gold where previously the normal doses did not 
appear to have any effect. 
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4. Finally, there remain some patients, or rather cases of pul- 
monary tuberculosis, which do not appear to be affected either by the 
doses of 0°25 gr. or those of 0°50 gr. When noappreciable change has 
been noted after four months with 0°25 gr. doses and four months with 
0°50 gr. doses, it is considered useless to prolong the treatment further. 

B. Febrile Patients.—Observation has shown that febrile patients 
are better able to bear gold treatment than apyretic patients. As the 
greater gravity of the disease justifies a more strenuous treatment in 
such cases, the rhythm is increased. 

If after about six wéeks the 0°25 gr. doses of gold salts have not 
brought about any defervescence, doses of 0:50 gr. are given without 
further delay, utilizing gluconyl as a solvent. 

If after a further period of six weeks no improvement in the 
temperature chart is observed, we do not hesitate in the case of 
patients of normal weight and whose reaction to the injections has 
been good to further increase the injections to 0°75 gr., sometimes 
even to 1 gr. with glucony!. For such patients it is considered that 
the possible toxic risk is slight as compared with the gravity of the 
diagnosis, and gold treatment remains their only hope. 


Suspension of Treatment. 


The method usually adopted is to carry out a series of treatments 
separated by more or less lengthy rest intervals, during which time the 
patient is no longer under the influence of gold salts. 

Personally, I have given up * :\is method after observing a number 
of relapses which occurred in p*.ients during these rest intervals and 
who had been showing up to that time certain improvement. Instead 
of a succession of periodic treatments we now continue to administer 
injections regularly for several months until such time as a sufficient 
improvement is observed, or until it is decided that further treatment 
is of no avail. 

The dosage is modified only in the case of patients whose sputum 
revealed bacilli at the beginning of the treatment and which has 
become negative and whose X-ray photographs reveal a distinct 
improvement. Injections are then given fortnightly instead oi weekly. 
This permits of the patients remaining under the influence of gold 
salts while at the same time the intensity of the treatment is reduced. 
If the improvement is progressive and the X-ray photographs have 
become normal (or at any rate indicate ‘a stabilized or cicatricial 
stage), the treatment is discontinued and the patient merely undergoes 
an X-ray examination at regular intervals. 


Other Gold Salts. ° 
The foregoing details as to the general conduct of gold treatment 
are solely applicable to intravenous injections of crisalbine. However, 
there are many other preparations of gold salts intended chiefly for 
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subcutaneous and intramuscular injections. These can be roughly 
divided into three groups : 


1. Soluble Compounds in an Aqueous Solution : 


(a) Thiepropanol, double gold sulphonate, 
and sodium am ios ... Allochrysine. 
(b) Auro-thio-malate of sodium ... Myochrysine. 


2. Soluble Compounds in an Oily Suspension : 


(a) Auro-thio-malate of sodium .... Oily myochrysine. 
(b) Auro-thio-glycose _ ... Solganal B. 


3. Insoluble Compounds ix Oily Suspension : 
(a) Auro-thio-glycolate of sodium .... Myoral. 


Personally, I am strongly in favouz of aqueous solutions of gold 
salts to be administered by intravenous injettions or, in the event of 
this not being feasible, then subcutaneously. 

An analysis of accidents arising out of treatment shows that, thanks 
to the prudent methods employed, these are reduced to a minimum, 
and cannot in any case offset the benefits obtained. 


Accident: Imputable to Treatment. 


Owing to Mollgaard’s too heroic doses many accidents followed 
treatment, and this is the reason why many countries have discontinued 
gold treatment for combating tuberculosis. Nowadays, however, 
thanks to the moderate doses employed, and thanks to the properties 
of gluconyl, such accidents have been reduced in number and gravity 
to simple incidents, which, as often as not, merely result in a temporary 
interruption of the cure. 

It is quite exceptional to observe cases of febrile general erythemo- 
dermia which sometimes occur with patients who are intolerant to the 
first gold injections. This, when it occurs, is generally due to the fact 
of the treatment having been continued after the patient exhibited 
symptums of intolerance. 

Albuminuria is likewise exceptional. In any case, it disappears in 
a few weeks after discontinuing the injections. 

The two incidental diseases which are most frequently observed are 
erythema and diarrhoea. 

Erythema of various kinds is very pruriginous, and heals in a few 
weeks without ever leaving scars. 

Diarrhoea, which may be more or less acute, necessitates a tem- 
porary interruption of treatment, which may be resumed later with the 
addition of gluconyl. 

On the whole, accidental and incidental diseases due to the treat- 
ment do not amount to Io per cent. of the cases treated. In the great 
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majority of cases these incidents are of a mild nature, and need hardly 
be taken into account in considering gold treatment. 

Special reference must be made to the lilac-blue pigmentation of 
patients undergoing gold treatment. About 2 per cent. of patients are 
thus affected, particularly those who have large doses of gold salts. 
Pigmentation is limited to the face and to the exposed parts of the 
body, but may be found on any part which has been exposed to ultra- 
violet rays. It may appear quite independently of any other toxic 
symptom, but its presence need not interfere with the continuation of 
the treatment. Patients retain this discoloration a long time after 
ceasing the injections, but it ultimately disappears. 

It may be noted, finally, that laboratory tests applied especially to 
the blood and urine have revealed no organic troubles caused by pro- 
longed treatments, 


Results. 


Below are given statistical data drawn up at the Léon Bourgeois 
Dispensary (Laénnec Hospital), Paris, and referring to cases personally 
treated by the writer. Due to the difficulty of establishing impartial 
statistics, details are given as to the methods of their compilation. 

In order to establish a percentage of improvements, only cases 
which had been treated for over six months have been taken into 
account. The results obtained have been divided into six categories : 


Dead. 

Relapses. 
Stationary. 
Improved. 
Much improved. 
Cured. 


1. Cases included under *‘ cured ” are those where the X-ray photo- 
graphs have become quite normal, showing a healthy condition. 
Sputum is negative, and the patients have resumed normal life. For 
such patients treatment has been discontinued; they merely undergo 
an X-ray examination every three months. 

2. “Much improved” cases differ from the foregoing by the per- 
sistence of certain X-ray anomalies, but are alike as regards the absence 
of bacilli in the sputum. They include patients who for the most part 
have resumed normal activities, but where treatment is continued at 
the rate of a fortnightly injection in order to obtain a complete cure. 

3. “Improved” include those patients whose X-ray photographs 
show a distinct regression of their lesions, while the sputum still 
remains positive. These patients are under treatment. 

4. “ Stationary ” cases are those whose X-ray photographs are un- 
changed ; some, however, present certain signs of improvement, such 
as a decrease in cough and expectoration, gain in weight, etc. Besides, 
in the case of certain seriously affected patients, we consider that the 
maintenance of the status quo amounts to an improvement in their con- 
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dition. They have been included, however, among the stationary 
cases. 


A very important point must be stressed here: All patients were 
treated in Paris and were ambulatory cases. Although a small minority 
of cases were treated in hospital for a month or two and later became 
out-patients, the great majority was made up of out-patients from the 
beginning. Besides that, about one-third of the patients did not stop 
their work, and as regards women, the great majority carried out their 
household duties. 

I would like to emphasize the fact that the conditions under which 
treatment was given were not of our choice, but were dictated by force 
of circumstances. Most of our patients were the “left-overs” of 
classic treatments: patients who refused pneumothorax treatment, 
who refused to stay in a sanatorium, or who were unable to do so 
owing to various considerations. 


Statistics. 

The most recent statistics show results as follows : 
Total number of patients treated wie 
Deduct cases not taken into account owing +o in- 

sufficiency of treatment (7.c., less than six months) 351 


Basic number of cases ae nor we» 404 


Analysis of results as follows : 


Dead ea 5 sas oa we 14 
Relapses ee ah ae ae 
Stationary... ve den Se 
Improved 131 
Much improve ‘os ist os wa 
Cured ~_ si ‘es 5 a ee 


Or, more briefly stated : Out of 404 cases treated, 265 showed im- 
provement and 139 did not, giving therefore a percentage of improve- 


ment of 65°5 per cent. 
The results may also be summarized as follows: 


One-third of cases not influenced si «< 
- » 9» improved ... ie 131 
” »» 9 Much improved or cured se S58 


In order to bring out the steady progression of improvement in 
cases treated, we set out in tabular form the foregoing results, to 
which have been added the two preceding groups of results obtained 
on similar lines. 

VOL. XXVIII. fe) 
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1928-29: 1930-31: 1932-33: Total 
Report i. Report 2. Report 3. 7 
| Cases treated ie bai 142 574 755 1,471 
Deduct for insufficiency of 
|} treatment eve es 22 371 351 744 
Basic number of cases _... 120 203 404 727 
Cases improved ... re, 62 114 265 441 
| Cases not improved dias 58 89 139 286 
120 203 404 72 
Percentage of improve- 
ment oes ae ns 51°6% 561% 65°5% 


| 
} Average, 60°6% 





Evolution of Symptoms. 

In this brief exposé no useful purpose would be served by dwelling 
on this subject at length. 

A case of pulmonary tuberculosis treated by gold salts modifies its 
physical, functional, and general symptoms more or less rapidly, but 
without any characteristic sign which differentiates this therapeutic im- 
provement from spontaneous improvement in favourable cases, save 
as regards rapidity and percentage of improvement. 

Symptoms which are most aifected are those on which we have 
based our observations: fall of temperature of febrile patients, trans- 
formation of skiagrams (a description of which without illustrations 
would be useless), and disappearance of bacilli from sputum. 

Other symptoms improve in favourable cases along parallel 
lines. 

There are, however, two points with regard to the efficacy of the 
treatment to which I would draw special attention. 


Gold Treatment and Artificial Pneumothorax. 


When the disease spreads to the healthier lung in a patient under- 
going treatment by artificial pneumothorax, gold appears to be particu- 
larly effective, as it acts ou lesions in the earliest phase of their 
evolution. 


Gold Treatment and Pregnancy. 


From 1929 treatment has been given to women patients during 
their pregnancy under the assumption that accidents which in the 
majority of cases supervened at child-birth might thus be avoided. 
Facts have come to support this theory. Up to date thirty-six pregnant 
tuberculous patients have been treated, and in all instances delivery 
was normal. Out of this number, two only died from acute evolution 














GOLD TREATMENT OF TUBERCULOSIS 139 


of the disease post-partum; the remaining thirty-four presented no 
development of the pulmonary lesions which could be ascribed to their 
pregnancy or to child-birth. 

The results obtained were, on the whole, similar to those obtained 
with non-pregnant patients. On the whole, the condition of the 
patients improved more or less as regards their previous state, but the 
main point of interest is that pregnancy and its consequences exercised 
no unfavourable effect on the disease. 

lt may be added that, of the thirty-six patients treated, three twice 
became pregnant while still undergoing treatment. Apart from the 
above number, two other patients had spontaneous abortions and three 
induced abortions. In none of these instances, however, were any 
pulmonary developments observed. 

These facts have convinced us of the importance of the systematic 
use of gold for the treatment of tuberculous pregnant women. 

The results obtained can be likened during the three first months to 
those obtained by means of therapeutic abortion, and after that period 
are of a distinctly more favourable character. 

A point of interest is that the children born t2 women undergoing 
gold treatment were all normal. 

In conclusion, may | express the hope that on the system which I 
have outlined herein gold treatment may yet find the wider and more 
general utilization which it deserves in the treatment of tuberculosis. 
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SOCIETY MEETINGS. 


THE NATIONAL ASSOCIATION FOR THE 
PREVENTION OF TUBERCULOSIS. 


Tue twentieth annual meeting of the National Association for the Pre- 
vention of Tuberculosis was held in the Conference Hall of the County 
Hall on Thursday and Friday, June 14 and 15, 1934. The Chair was 
taken by the President, Sir Robert Philip, and the Conference was wel- 
comed by Lord Snell, Chairman of the L.C.C. Sir Edward Hilton 
Young, Minister of Health, then addressed the meeting, and laid special 
stress on the importance of clearing the slums, which are the great 
breeding-place of tuberculosis. Lord Astor, Chairman of the Depart- 
mental Committee on Tuberculosis, said that in 1912 he was chairman 
of a committee of twenty lay and medical members appointed to advise 
the Government upon a policy for tackling tuberculosis. At that time 
there was no Ministry of Health, which was not created until 1919. 

The committee recommended for each area a dispensary to be the 
centre for diagnosis; it next considered sanatoria, hospitals, village 
settlements, open-air schools, etc., and the recommendations were 
accepted. Lord Astor said that the committee dealt with the problem 
of prevention as well as the problem of diagnosis and treatment. Since 
1g11 there has been a decline of over 40 per cent. in the death-rate from 
tuberculosis, a result largely due to slum clearance, better living, and 
better milk supply, although the testing of cows is still unsatisfactory. 

The remainder of the morning was devoted to a discussion of the 
National Tuberculosis Scheme. Dr. A. Salusbury MacNalty said that 
the declining mortality afforded great encouragement to those engaged 
in the anti-tuberculosis campaign. He pointed out that during the 
war it had not been possible to maintain the anti-tuberculosis work at full 
pressure, but that since then the pians of the Departmental Committee 
had been extended and consolidated under the direction of the Ministry 
of Health. He stressed the importance of early diagnosis and treat- 
ment, and said that in spite of progress made the struggle must 
continue. 

Dr.'Noel Bardswell reviewed the schemes for dealing with tubercu- 
losis in London during the past twenty-one years. Control has become 
more centralized in the London County Council, which has now taken 
over tuberculosis work from certain important bodies such as the M.A.B. 
and the Boards of Guardians. 
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Today the tuberculosis schemes in London may briefly be de- 
scribed as : 


1. The L.C.C. providing all residential treatment. 

2. Thirty-five local dispensaries in the various boroughs carry out 
preventive and diagnostic work. 

3. One hundred beds in the Brompton Hospital for special investi- 
gation of difficult cases, 

4. Twelve hundred beds in various hospitals for advanced cases. 

5. Two thousand five hundred and sixty sanatorium beds for adults 
and a thousand for children. 


Dr. Bardswell pointed out that although there had been a great fall 
in the mortality during the last two decades, there had been a steady 
decline for forty years. Some might think that the present fall in mor- 
tality was but a continuation of this decline and not due to recent legis- 
lation and anti-tuberculosis schemes, but he suggested that the passing 
in 1875 of the Public Health Act, which was a prelude to further legis- 
lation to promote a better standard of health, may have been the start 
of this great decline in mortality in tuberculosis. 

He regarded collapse therapy as a valuable method of treatment for 
certain cases, but its introduction has not produced any effect in the 
mass results. 

He referred to the boarding out of children who were exposed to a 
serious risk of infection, or who would be left unattended if the woman 
of the household went away for treatment. 

Sir John Robertson said there were still too many cases occurring 
every year; in this country there were about 65,000 new cases and 
33,000 deaths, aad the brunt of the disease fell on the poorer classes. 

In the afternoon Dr. Lissant Cox, opening a discussion on the 
Tuberculosis Dispensary, said that the dispensary was associated with 
prevention and the sanatorium with treatment. Much work was in- 
effective because tuberculosis officers and medical superintendents of 
institutions work in isolated units, whereas the dispensary unit should 
work in conjunction with the institutional unit. The dispensary unit 
should include a small institution of some fifty beds, and should be 
measured by population of about 200,000 for rural and 300,000 for 
urban districts. 

Dr. Melviile Dunlop said that inflated attendances at dispensaries 
should be discouraged, and the asthmatic and chronic bronchitic patients 
should be discharged and attend their own private doctors. He regarded 
an X-ray apparatus as essential, and agreed that the tuberculosis officer 
should have a few beds attached to the dispensary or a neighbouring 
hospital, and facilities for making simple bacteriological and chemical 
investigations. He regarded the examination of contacts, and especially 
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child contacts, as one of the most important functions of a dispensary, 
and stressed the importance of the tuberculosis officer interviewing the 
family and studying the home conditions of his patient. 

The Saturday morning was devoted to papers and discussion on 
the National Tuberculosis Scheme during the past twenty-one years as 
regards Residential Institutions for the Tuberculous. 

Dr. James Watt said the object of the sanatorium was to treat 
early cases and by drying up the sources of infection to help eradicate 
tuberculosis, and in this respect it had proved a disappointment. 
Collapse therapy and the great development in X-ray technique had 
revolutionized sanatorium treatment. The sanatorium had been trans- 
formed into a hospital. The days of the slack sanatorium were over, 
and the cost of a modern sanatorium is now from £500 to £700 per 
bed as against the estimate of £150 of twenty years ago. Modern 
treatment necessitated better nursing, and under the scheme of the 
Tuberculosis Association sanatorium treatment had been put on a 
higher level. 

Dr. Wingfield reviewed the history of sanatorium treatment in this 
country during the past twenty-one years. The modern sanatorium 
had developed into a country hospital fully equipped for ail the many 
new treatments of the disease. Much of the work of sanatoria was 
wasted because there was not enough personal link between them and 
the tuberculosis officer and the general practitioner. 

Dr. ]. B. McDougall said that the sanatorium cannot by itself provide 
prolonged treatment, and every case has an economic aspect as well as 
a medical one. It is for financial reasons that after-care management 
so often fails. The village settlement as exemplified at Papworth 
and Present Hall was ideal. In such settlements the family as a 
whole is cared for as thoroughly as the patient himself. The great 
obstacle to establishing village settlements is the cost to the author- 
ities, but the patients’ difficulty is also a financial one, and settlements 
might grow and pay. Failure to provide after-care and resulting 
relapses rendered the initial benefit following sanatorium treatment 
merely temporary improvement. 

' Dr. F. R. G. Heaf said that modern developments demanded that 
an institution for treating tuberculosis should be complete with X-ray 
and a well-organized pathological laboratory, and should be able to 
accommodate— 

1. Early febrile cases requiring rest in bed. 

2. Cases requiring special treatment, particularly major operations. 

3. Advanced cases with some prospect of improvement. 

4. A certain number of hopeless cases. 


Cases requiring routine treatment by graduated rest and exercise 
should not be kept at a tuberculosis hospital, but centres of occupa- 
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tional therapy should be established. Rest homes should b2 provided 
for advanced cases, and every effort made to prevent the infection of 
young children, The advanced case was more dangerous if up and 
about than if bedridden. 

Ir. H. P. Newsholme spoke on the <o-ordination of several 
eiements in a Tuberculosis Scheme. In Birmingham the tuberculosis 
service was a self-controlled unit with co-ordination between the dis- 
pensary or clearing-house and the beds for sanatorium and hospital 
cases, for children, for observation cases, and for surgical tuberculosis, 
as well as for the transfer of tuberculous patients to and from special 
and general hospitals. 

Miss Edith McGow said that the After-Care Committee is as much 
an integral part of the tuberculosis dispensary as the dispensary is of 
the national scheme. She quoted Professor Richet’s remark that 
‘Tuberculosis is a big social problem and not a mere doctor’s affair.” 
She was in favour of a small tuberculosis Care Committee, and de- 
scribed its functions, and suggested that no amount of medical work 
or legislation, and no amount of building, would accomplish what could 
be done by steady, sympathetic personal service rendered by men and 
women out of love for their fellows. 


BRITISH HEALTH RESORTS ASSOCIATION 
LTD. 


A meeting of the Association was held at Cromer on June 30. The 
morning session was devoted to a discussion on “‘ The Seaside Resort in 
the Treatment of Respiratory Disease,’ and was opened by Dr. R. A. 
Young. Several of the speakers pointed out the importance of con- 
sidering the patient rather than the disease. If the bracing climate of 
the East Coast suited an individual, it was generally wise to send him 
there whatever the disease might be from which he was suffering ; to 
choose the climate according to the disease was usually a mistake. 

The afternoon sessior was devoted to a discussion on “ Climatic and 
Allied Factors in the Incidence of Disease and its Treatment ca the 
Norfolk and Suffolk Coasts.” Dr. Fortescue Fox opened, and an inter- 
esting discussion followed. Several of the speakers emphasized the 
value of the bracing climate of the East of England for convalescence. 
Speaking generally they said the East was suitable for the young and 
the West for the old, but it was a mistaken idea to believe that the 
East Coast of England suffered from very cold winters. 

The value of the British Health Resorts is not sufficiently recog- 
nized, and the Association is doing good work in bringing their 
advantages to the public notice. 
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NOTICES OF BOOKS. 


CONTINENTAL WORKS. 


ANYONE wishing to obtaig a comprehensive view of current opinions 
and practice of collapse therapy in France could not do better than 
read this book The subject is treated clearly and an excessive 
amount of detail is avoided. 

Starting with a brief historical survey, the authors point out that 
the first artificial pneumothorax observed to have a healing effect on a 
consumptive lung was caused by an Italian poignard in 1696. Dr. 
Baglivi, who attended the case, suggested that the method of inter- 
costal incision should be used, but, possibly on account of a very 
natural fear of sepsis, this was not done. 

In the following chapters many interesting observations are 
recorded. Among these are the researches of Roubier and Doubrow 
on the regeneration of pulmonary parenchyma in the collapsed lung and 
the work of one of the authors on the rise in vital capacity which often 
follows pneumothorax treatment. All severe and fatal cases of pleural 
shock are considered to be due to embolism, the more transitory 
symptoms being looked on as nervous in origin. The former conclu- 
sion will hardly receive universal support in this country. 

In dealing with the complications of pneumothorax reference is 
made to pleural effusions a vacuo, i.e. associated with very low intra- 
pleural pressures in cases of pneumothorax in which the lung fails to 
re-expand on the cessation of treatment. Jor this condition further 
refills for an indefinite period are advised. 

For purulent (not secondarily infected) effusions injections of gold 
salts are advocated. These may be given either intravenously or in 
the same dose directly into the fluid. 

Oleothorax is described as requiring very definite indications on 
account of the difficulties and dangers associated with it. 

Phrenic evulsion, although a useful method of treatment, is not 
preferred to pneumothorax in any type of case. 

Thoracoplasty, apicolysis and other operations of thoracic surgery 
receive adequate treatment, and there is only one conclusion in this 
section which deserves criticism. The authors show the usual conti- 
nental exclusiveness as regards local anesthesia : a preference which 
is likely to persist until such time as the technique of the administra- 
tion of general anesthetics for chest operations has received proper 
recognition. 

Altogether a very readable and instructive book. 


Dr. Bruce Williamson deals with the subject of vital cardiology? 
from an original and practical point of view. The heart, he says, is 


1 ‘*La Pratique de la Collapsotherapie en Phthisiologie."’ By M. Piery and 
B. le Bourdelles. Second edition. .Pp. 350. G. Doin et Cie., Paris, 1934. 
Price 60 francs. 

2 “Vital Cardiology,” by Bruce Williamson, M.D. (Edin.)}, M.R.C.P. (Lond.). 
Pp. 344. Edinburgh: E. S. Livingstone. 1934. Price 5s, 
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something more than a series of valves which broadcast a tune, and 
the student is advised to turn his attention to the force and rate of the 
heart-beat rather than to murmurs which are so often only relics of an 
arrested lesion. 

The heart rate is of primary importance, and the causes of tachy- 
cardia and the means by which they can be detected and treated are 
fully discussed. Tachycardia occurs at the expense of diastole or the 
period of rest, so that the coronary circulation is impaired and the 
nutrition of the heart muscle lessened, and early heart failure is likely 
to occur. Bradycardia, on the other hand, is restful, and tends to 
conserve the heart muscle and reserve; but it may result from heart 
block or other serious disease, and if heart failure occurs in spite of 
bradycardia the outlook is indeed grave. 

The force of the heart or stroke value is said to be composed of the 
volume of the influx of blood into the ventricles and the resistance to 
the outflow. 

Methods of testing the muscle power are considered, and the author 
stresses the fallacies of the usual tests. In the case of tachycardia he 
attaches considzrable importance to the apncea test. 

The significance of valvular disease and cardiac irregularities is 
then discussed. Part III. deals with the symptoms associated with heart 
weakness or failure, and Part IV. is devoted to treatment. 

The author is to be congratulated on a book which is original and 
practical, and one that gives room for thought and can be warmly 
recommended. 


MANUALS FOR MEDICAL ADVISERS AND 
WORKS OF REFERENCE. 

Miss Tidy’s work on Massage and Remedial Exercises has rapidly 
won the favour it deserves: within eighteen months of its first appear- 
ance a second edition has been called for. It is an admirable textbook 
for senior students, young practitioners, and for all those who are pre- 
paring for the examinations of the Chartered Society of Massage and 
Medical Gymnastics. The work is thoroughly representative, compre- 
hensive, and practical. All disorders and diseases which can be 
assisted by massage and remedial exercises are described in detail. 
The numerous excellent illustrations add greatly to the value of the 
book. Every condition which can be treated by physical means is 
considered, and the guidance given is reliable and lucidly expressed. 
A number of sections relate to tuberculosis and associated lesions. 
We would direct special attention to the section on Deformities of the 
Spine. An excellent and illustrated account is given of Pott’s disease 
and its management. There is also a helpful account of Pulmonary 
Tuberculosis and the ways in which physical measures can assist in its 
treatment. The work is effectively produced, and is provided with a 
workmanlike index. 

Dr. E. V. Ullmann in his recently issued work? makes a systematic 

1 ‘* Massage and Remedial Exercises in Medical and Surgical Conditions.” By 
Noél M. Tidy, Member of the Chartered Society of Massage and Medical Gym- 
nastics ; Sister-in-Charge of the Massage Department, Princess Mary's Royal Air 
Force Hospital, Halton. Second edition. Pp. xii+ 430, with 178 illustrations. 
Bristol : John Wright and Sons, Ltd. 1934. Price 15s. : 

2 « Diet in Sinus Infections and Colds.” By Egan V. Ullmann, M.D. New 
York: The Macmillan Co, 1933. 
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attempt to apply the modern knowledge of nutrition to individuals 
who suffer from repeated colds and sinus disease and in whom he has 
found symptoms of acidosis. He emphasizes throughout the influence 
of diet on sinus diseases and the important réle of acidosis. The 
principles of the diet with which Ullmann appears to have had very 
marked success depend firstly on the restriction of salt, and secondly 
in choosing the food in such a way as to counteract acidosis. ‘he 
diet must, of course, be an alkaline one. . There can be little doubt 
that the nutritional factor in disease is recognized to be an increasingly 
important one, possibly equally significant with the infective factor. 
Dr. Ullmann’s book should be read by all those interested in the 
common cold so frequently originating in paranasal sinus disease. 
Like all enthusiasts, the author is no doubt biassed on this special 
dietetic side, but the results he appears to have obtained justify a trial 
of his methods. A useful guide to appropriate recipes and menus 
will be found at the end of the book. 
Puitip Ertman, M.D., M.R.C.P. 


The authoritative work of the late Dr. Prosser White on occupa- 
tional affections of the skin has now reached its fourth edition.1 The 
final proofs were read by the author only two days before his fatal seizure. 
Dr. W. E. Cooke, Director of Pathology in the Royal Infirmary, Wigan, 
has provided a sympathetic and understanding memoir. Dr. Prosser 
White’s authoritative volume will long be recognized as a classic, and 
one of which British medicine may justly be proud. The new edition 
has been carefully revised and brought up to date, anda closer arrange- 
ment of matter has been adopted. ‘There are new illustrations. The 
monumental index remains as a. striking feature which all using this 
unique book for reference will greatly appreciate. Dr. Prosser White’s 
handsome volume abundantly testices to his patient, unflagging 
enthusiasm and industry, and will be sure of a continual world-wide 
welcome, There is much in the volume which will appeal to readers 
of this JouRNAL, as will be evident from a glance at the index. In 
regard to cutaneous tuberculosis in the form of so-called verruca 
necrogenica or post-mortem warts, the author shows that it is caused 
by local inoculation from any open tuberculous foci, particularly from 
the animal or human cadaver. These lesions are found in farmers, 
physicians, veterinary surgeons, bacteriologists, dissecting-room and 
post-mortem attendants, nurses, undertakers, miners, cattle dealers, 
flayers, game dealers, and in those engaged in butchering and smoke- 
drying trades. A special feature of this remarkable book is the ex- 
cellent series of illustrations, being reproductions of actual photo- 
graphs. The frontispiece affords a striking picture of the staining 
of the hand from T.N.T. and an inflammatory reaction from 
hypochlorite of sodium. Messrs. Lewis have issued the volume in 
a form worthy of this notable contribution to English medical 
literature. 

“The Medical Annual,” with the issue for 1934, reaches its fifty- 


1 «* The Dermatergoses, or Occupational Affections of the Skin, giving Descrip- 
tions of the Trade Processes and the Responsible Agents and their Actions.” By 
R. Prosser White, M.D., late President of the Certifying Factory Surgeons’ Associa- 
tion. Fourth edition. Pp. xvi+716. with 66 plates, including 72 figs. London: 
H. K, Lewis and Co., Ltd. 1934. Price 35s. 
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second volume.' This yearly publication is an indispensable index and 
work of reference which no medical practitioner can afford to be with- 
out. It occupies a unique and distinctive place, and there is no rival. 
The new issue fully maintains the high position established by its pre- 
decessors, and the editors are to be congratulated on the splendid team 
work which has been carried out by the thirty-three contributors under 
their direction. Practically the whole field of modern medicine is 
covered in some measure. Readers of this JouRNAL and all interested 
in the study and treatment of the various forms of tuberculous disease 
will find much of value in a number of sections. Dr. Macdonald 
Critchley deals with recent views on Tuberculous Meningitis. 
Mr. A. Tudor Edwards deals with recent progress regarding the 
Surgical Treatment of Pulmonary Tuberculosis. Dr. J. F. Gaskell 
furnishes a serviceable review of the Diagnosis and Treatment of 
Tuberculosis of the Lungs. Mr. J. P. Lockhart-Mummery treats of 
Ano-rectal Tuberculosis. Dr. Reginald Miller explains the meaning 
of Epituberculosis. Mr. F. W. Watkyn-Thomas deals with Tuber- 
culous Disease of the Larynx. S. W. W. Ireland de Courcy Wheeler 
describes the Management of Tuberculous Glands of the Neck. There 
are other serviceable references, and accompanying Mr. Hamilton 
Bailey’s account of Tuberculous Epididymo-orchitis is an excellent 
coloured plate. The volume contains a useful Directory to Sanatoria 
for tuberculous subjects, both pulmonary and non-pulmonary forms, 
This year’s volume is in every way most effective—in substance, 
presentation, wealth of illustrations, and general production. Every 
medical adviser desiring to keep up to date should possess and study 
this notable reference volume. We congratulate editors, contributors 
and publishers on the fine result of their ably conducted co-operation. 

“ The Empire Municipal Directory and Year Book” is now in its 
fifty-second year of publication.2, The issue for 1934-35 has undergone 
a thorough revision and has been brought up to date. It is an in- 
valuable work of reference for all engaged in Local Government, 
and particularly such municipal activities as bear on Health 
and Human Welfare, Road Construction and Maintenance, Motor 
Transport, Public Street Lighting, Water Supplies, Sewerage, Public 
Cleansing, .. re Prevention, Housing and Town Planning, and Muni- 
cipal Engine» ing. The well-arranged, reliable and serviceable Direc- 
tories form the first and most informing section of this indispensable 
volume. A particularly helpful section is that which provides a Direc- 
tory of Municipal Engineering, Public Health and Scientific Societies. 
There is also a Diary for entering up records and engagements. 

In the book “ Tuberculosis in the Child and Adult,’’* which is 

1 “* The Medical Annual: A Year Book of Treatment and Practitioners’ Index."’ 
Edited by H. Letheby Tidy, M.A., M.D., F.R.C.P., and A. Rendle Short, M.D., 
BS., B.Sc., F.R.C.S. Vol. LII. Pp. ciii+644+171, with 192 text illustrations 
and 69 plates, plain and coloured. Bristol : John Wright and Sons, Ltd. 1934. 
Price 20s, 

2 «*The Empire Municipal Directory and Year Book. 1934-35.” Pp. 336. 
London: The Sanitary Publishing Company, Ltd., Offices of Municipal Engineering, 
8, Breams Buildings, Chancery Lane, E.C. 4. 1934. Price 13s. post free. 

3 ‘Tuberculosis in the Child and Adult.” By Francis M. Pottenger, A.M., 
M.D., LL.D., F.A.C.P., Clinical Professor of Medicine (Department of Chest), 
University of Southern California, the School of Medicine; Medical Director the 
Pottenger Sanatorium and Clinic for Diseases of the Chest, Mourovia, California, 
Pp. 611. London: Henry Kimpton. 1934. Price 36s. 
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intended especially tor students and younger practitioners, Professor 
Pottenger has discussed recent discoveries and theories relating to 
tuberculosis. 

Two chapters deal with the formation of the primary lesion, its 
after course, and the effect of re-inoculation, and makes very interesting 
reading. The author points out that patients suffering from chronic 
tuberculosis have had more than one infecting dose of bacilli. It is 
not generally appreciated that for practical purposes all clinical tuber- 
culosis is the result of re-infections either from the primary focus or 
from some exogenous source, The routes of infection and the defences 
of the body against infection are described in detail. 

Two chapters are devoted to Childhood Tuberculosis, and much 
useful information is given and some excellent skiagrams are repro- 
duced to illustrate the various lesions of childhood. 

A large proportion of the book is given up to a very full description 
of the modern methods of diagnosis. The importance of a careful 
examination of the sputum is stressed. 

The author emphasizes the importance of palpation as well as 
percussion and auscultation. The value of radiography is admitted, 
but its limitations are described and the reader is warned of certain 
errors due to faulty technique. 

After discussing the complications of pulmonary tuberculosis, eight 
chapters are devoted to its treatment. AJl modern methods are care- 
fully described as well as the more conservative methods of rest, diet, 
and fresh air. The value of tuberculin and the methods of administer- 
ing it and its possible dangers are discussed. 

Artificial pneumothorax is described briefly in the same chapter 
which deals with such surgical procedures as thoracoplasty, pneu- 
molysis, and phrenic evulsion. 

The last chapter is entitled “The Application of Diagnostic and 
Therapeutic Principles in Clinical Practice with Illustrating Cases,” 
and the illustrating cases are of special interest and are well described. 

The book is full of useful information, and the author is to be 
congratulated on condensing so large a subject into one volume. 

There is a table of contents at the beginning, an authors aud subject 
index at the end, and a full list of references is given at the end of the 
chapters. . 





NOTICES 


NOTICES 


THE HUMATAGRAPH., 


THe Humatagraph is a scientific novelty which will be of special 
interest to climatologists and medical practitioners who, as medical 
superintendents of sanatoria, advisers at health stations and centres at 
home and abroad, have patients who are undergoing open-air treat- 
ment.! It is a skilfully constructed instrument of the hygrometer type 
for measuring the amount of humidity both in the dwelling house and out 


of doors. The hygroscopic element is constructed from cone bract fibre, 
which is specially sensitive to moisture. There are no complicated 
parts to get out of order. By means of dial and indicator the mois- 
ture is indicated in percentages of saturation. Each instrument is 
thoroughly tested. ‘We commend the Humatagraph to the considera- 
tion of doctors, nurses, patients, as well as to travellers, sportsmen 
and all who, on grounds of health, pleasure or occupation, are interested 
in atmospheric conditions. 

1 The Humatagraph is supplied by the C. L. Burdick Manufacturing Co., 


Stevenage House, 40-44, Holborn Viaduct, E.C. 1, in various models: pocket size, 
in case, 14s, 6d.; wall models from 25s. 
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THE OUTLOOK. 





THE JOINT TUBERCULOSIS COUNCIL. 


In the year 1924 it occurred to members of the Tuberculosis Society, 
numbering some 200, and coincidentally to the members of the Tuber- 
culosis Group of the Society of Medical Officers of Health, also 200, 
that it would be a great help and encouragement to tuberculosis work 
and tuberculosis workers if all societies and bodies interested in tuber- 
culosis problems would combine to form some representative consulta- 
tive and co-ordinating organization. To this end the Society of Medical 
Superintendents of Tuberculosis Institutions was approached and at 
once promised wholehearted co-operation and support. 

To Dr. Ernest Ward, then President of the Tuberculosis Society, 
and Hon. Secretary of the Tuberculosis Group, was entrusted the 
necessary spade work, and within a few months a thoroughly represen- 
tative organization was formed under the name of the Joint Tuberculosis 
Committee, on which sat 3 representatives of the Tuberculosis Society, 
3 of the Tuberculosis Group, 3 of the Society of Medical Superin- 
tendents, 2 of the North Western Tuberculosis Society, the Welsh 
Nat‘onal Memorial Association, the National Association for the 
Preventior of Tuberculosis, and the British Medical Association, and 
1 of the Yorkshire Tuberculosis Society, the North of England Tuber- 
culosis Society, and of the Council of the Society of Medical Officers of 
Health. An observer from the Ministry of Health and another from 
the Ministry of Pensions also agreed to serve and there were 8 co-opted 
members, making a total of 30, to which number the membership of 
this committee was limited, It appeared indeed that the Ministry of 
Health welcomed the existence of such an organization which enabled 
them to consult one representative body on various problems, rather 
than confer piecemeal with several different societies and associations. 

Since that time the Joint Tuberculosis Council, as it shortly became, 
has continued steadily and successfully to pursue the aims for which it 
was designed, and today has perhaps a greater general influence on 
tuberculosis work and thought than any other organization in the 
country. The constituent bodies, such as the National Association for 
the Prevention of Tuberculosis, and the Tuberculosis Association (the 
outcome of a happy fusion of the Tuberculosis Society and the Society 
of Medical Superintendents of Tuberculosis Institutions), continu ‘o 
follow the extremely useful objects for which they were designated, a1: * 
are in no sense competing with the Joint Council, through which the; 
are in ready touch with other organizations. 

During the dicennium the Council has produced and circulated 
memoranda on a variety of topics and has helped to initiate research 
such as that on the Fate of Young Children in Tuberculous House- 
holds, carrried out by Dr. Lissant Cox, and the Lancashire Group of 
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Tuberculosis Officers. Ore of the earliest meinoranda was one on Dis- 
infection in Tuberculosis, prepared by the Research Committee, under 
the convenership of Dr. Roodhouse Gloyne. Then there have been 
reports on the Employment of Tuberculous Persons, The Notification 
of Tuberculosis, Improvements in the Tuberculosis Service, Artificial 
Pneumothorax Refills, The Utilization of Residential Institutions for 
Tuberculosis, Tuberculosis in Children, and Tuberculin. 

In 1928 a dinner was organized to transat!2ntic colleagues then in 
Europe for the International Tuberculosis Congress. There were fifty 
transatlantic guests and over one hundred hosts. The party was 
cheered and encouraged by a message from the King. In 1930, 
thanks to the generosity of the Sun Life Assurance Company of 
Canada, the Council was able to organize a Study Tour in Canz.da and 
the United States, in which participated fifty leading medical men 
engaged in this country in tuberculosis work. 

Post-graduate study has been a constant preoccupation, and Dr. 
W. Brand has for many years acted as organizing secretary in this 
respect and has arranged a few courses each year dealing with different 
topics in this country and abroad. 

In order to cover out-of-pocket expenses each component body of 
the Council was asked to subscribe two guineas, and it is on this 
slender income that all the work of the Council has been supported, 
but there have been occasional windfalls, payment from post-graduate 
courses—for instance, the surplus from the organization of the 1928 
dinner, the balance from the sum collected for incidental expenses on 
the transatlantic tour, and from time to time private donations for 
special objects, notably from an anonymous donor in Lancashire. 

For ten years Dr. Ernest Ward has acted as honorary secretary. 
The first chairman was Dr. Peyton, followed for seven years by Sir 
Henry Gauvain, to whose tact, ability, and savoir faire much of the 
Council’s success has been due. For the last three years Dr. Lissant 
Cox has ably filled the chair. Dr. James ‘ait, the first treasurer, 
was succeeded by Dr. Jessel in 1930, The present vice-chairmen are 
Drs, L. S. T. Burrell and S. Vere Pearson, and Dr. D, P. Sutherland 
is the honorary auditor. 

Among notable members of the Council now resigned are Dr. Rood- 
house Gloyne, responsible for the Research Committee, and it must be 
said that committee convening is always an arduous and somewhat 
thankless task; Dr. Lyndon, a wise adviser from the B.M.A.; Dr. 
Hillman, also from the B.M.A.; Professor Kenwood, representing the 
Society of Medical Officers of Health ; and Sir Henry Gauvain. 

As for the future and the work to come no one can prophesy, but 
as long as tuberculosis exists so long will a continued succession of 
new problems and new aspects of old problems present themselves to 
tuberculosis workers for solution. 


NOTES AND RECORDS. 


We shall publish shortly a paper by Dr. Peter Kerley on “ The 
Interpretation of Various X-ray Shadows seen in the Chest.” At 
present there seems to be considerable confusion as to the meaning 
of certain shadows such as Ghon’s and Assman’s focus, the lobe of 


——~— 
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Azygos’ vein, epituberculosis, and the shadows due to phlebitis or 
infarction, and others which are apt to appear misleading. 


The next week-end class at the Brompton Hospital for Consump- 
tion and Diseases of the Chest will be held in October. 

These week-end classes, which are very popular, are given three 
times a year. In addition, two intensive courses of a week are given 
each year, and courses for the M.R.C.P. are also held. Clinical 
assistants are appointed to the physicians for three months. 

Applications should besmade to the Dean, Dr. W. J. Fenton. 


The recent discussion over the milk supply of the country and 
suggested legislation has once more brought to the fore the vexed 
problem of bovine tuberculosis. It is generally agreed that a daily 
supply of milk to school children would be beneficial ; at the same time 
to supply milk indiscriminately would not be without risk both as 
regards tuberculosis and other diseases. This risk could be diminished 
by pasteurization of the milk, which does not interfere with its nutritive 
value, but such milk should not be boiled. Simple boiling alsoacts asa 
protection, and where it is not possible to obtain pasteurized milk most 
authorities advise boiling. The ideal method of supplying milk is to 
obtain it from cows that are free from infection and under conditions of 
cleanliness. One of the objections to pasteurization is that it might 
tend to lessen the cleanliness of the milk supply. To obtain herds free 
from tuberculosis would take many years, and although this should be 
the aim it would seem wise to have milk pasteurized until such herds 
can be obtained throughout the country. One suggestion is that all 
reactors should be removed from the herds so that gradually turbercu- 
losis-free herds result It would, of course, be necessary to compensate 
the farmers, but reacting animals could be used for supplying milk for 
pasteurization. 

Actually the incidence of bovine tuberculosis in this country is very 
small, and it is interesting to note what a large proportion of bone 
tuberculosis is of human origin. We hope shortly to publish a paper on 
this subject. 





